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INTERNATIONAL Nursinc REVIEW 


The Secret of Public Health is in the Homes 
of the People 


Instead of an Editorial, we print below (with permission of the Nursing Times, Great 
Britain) extracts of an Address, given by the Executive Secretary of the ICN, at the 
Annual Meeting of the Public Health Section of the Royal College of Nursing, London. 


In a pamphlet prepared for the WHO in 1951 “The Cost of Sickness and the 
Price of Health” * Dr. Winslow reminds us that health is intimately connected, 
either as a cause or as a consequence, with the standard of living. For the past 
hundred years in this country, it has been recognized that there is a close relationship 
between disease and poverty, and perhaps that recognition has now reached a climax 
in all the ramifications of the National Health Service. It was clear to the early 
pioneers, who worked to prove this relationship and who established the principle, 
that poverty and disease can produce a vicious circle. They found that men and 
women got sick because they were poor, they got poorer because they were sick, and 
sicker because they were poorer. Dr. Winslow then interprets this principle on an 
international scale. The problem remains the same today, but the 20th Century 
faces as a global or world problem, what for us was discovered as a national problem 
a hundred years ago. Today people are beginning to realise that if they wish to 
build a united world, this can neither be established nor maintained if some of the 


nations forming part of a United Nations Group are handicapped by overwhelming 
burdens of poverty and disease. 


It is to this challenging task that the United Nations, and particularly the WHO, 
has set itself; and we who are directly related to the WHO, as citizens because our 
Government has joined as a Member Body, and more intimately as nurses because our 
international professional organization is in official relationship, can play our part 


- in lightening the task. To be a good participating member of a united group, the 


first essential in matters of health is for each country to make an analysis, whatever 
stage of health evolution it has reached, of the most vital health problems of the area; 
and with the analysis must go a determination on the part of everybody concerned 
to attack these problems, together with the development within ourselves of a spirit 
of co-operation, so that the less fortunate areas of the world will be benefited by the 
knowledge and advances of the more fortunate. Only in this way can we help to 
build a healthful, prosperous and peaceful world. 


When the Working Party on Recruitment and Training of Nurses (appointed 
by the Ministry of Health in Great Britain) set itself in 1946 to collect some statistics 
on the cost of sickness, this cost was estimated just prior to the war as being 
approximately 300 million pounds per year. But even more significant than this 
figure were the items of which it was composed. For example, the cost of the value 
of the work lost through sickness was estimated as being 100 million pounds; 
the cost of treatment and maintenance of the sick was estimated as 185 million pounds, 
and what were called “public preventive services,” which no doubt included everything 
being done in the field of prevention, was estimated as costing 13 million pounds. 
That was before the last war and therefore some fifteen years ago, and the figures have 
no doubt changed somewhat as the importance of preventive work is increasingly 


*“ The Cost of Sickness and the Price of Health”—C. E. A. Winslow, WHO Monograph Series 51. 
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recognized; but one wondered then, and one wonders still, what would be the effect 
on a nation if the figure relating to the cost of public preventive services could be 
raised to somewhere near the level of the amount spent on sickness. Surely the 
incidence of sickness must decrease in relation to the amount of money, effort, 
personnel and research which can be allocated to the means of prevention. 


We know that a considerable amount of disease is preventable; we know, and 
we are happy in the knowledge, that the infant mortality rate continues to fall and 
that the incidence and the number of infectious diseases has now been reduced 
and brought under effective control by persistent effort. We know that the medical 
profession is busy on research into problems of gerontology, of psychiatry, of 
tuberculosis, of poliomyelitis, and in many other fields. Could we not, as nurses, 
be doing more research than we are doing, in the preventive field, in school nursing, 
in improved nutrition, in better housing (or perhaps one should say, better use of 
available housing) in industrial or occupational health, in health education, and in 
preventive facilities generally. In spite of the advances made in recent years in the 
diagnosis and treatment of Tuberculosis, and in spite of a declining death rate, 
Tuberculosis still remains in many countries the greatest social and economic problem. 
Waiting lists for Institutional treatment are still long and an increasing number of 
Tuberculosis patients are being cared for in their homes; so public health nurses 
have a great responsibility and a great opportunity in preventing the spread of disease. 
Tuberculosis can be prevented, and we should all be asking ourselves whether we are 
making the most of every opportunity, for health education cannot be confined to the 
clinic, or left only to a Tuberculosis Visitor. Are we, for example, impressing 
sufficiently on the nurses we train, the value of health teaching, particularly in 
relation to Tuberculosis; are we, as nurses, organizing refresher courses for those 
who have had little or no experience in this field of nursing and in the widespread 
repercussions arising from the disease. If thousands of fresh cases of Tuberculosis 
are occurring or are being discovered in a single year, this is surely a challenge to 


complacency or to the temptation to say, that this is the responsibility of somebody 
else. 


There is another condition about which more perhaps could be done by public 
health nurses, in research into the prevention of chronic disability and in making 
people in the early stages aware of the amount of treatment and of rehabilitation 
which is available. I speak of the whole group of Rheumatic Diseases. Recently the 
WHO has summoned together an Expert Committee on Rheumatic Diseases and their 
first Report has been published. Various estimates are quoted as to the number 
of sufferers from rheumatic conditions in Great Britain and these estimates seem to 
vary between 100,000 and 500,000 of the total population. I was disturbed by the 
fact that in the Report of the Expert Committee, there was not one mention of nurses 
or nursing, or any recognition of what nurses might do to aid the medical experts in 
assembling background information, or participating in research on this subject. 


At a recent.Conference of Public Health Nurses { sponsored by the WHO and 
held in Holland, three subjects were chosen by the groups for special study— 
Nutrition, Mental Health and Health Education—and in that order. These are not 
exactly comparable subjects, for Nutrition and Mental Health are factors in the 


+ Expert Committee on Rheumatic Diseases. WHO Technical Report Series No. 78, 1954. 
t Working Conference for Public Health Nurses, October 1950. Published WHO 1951. 
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promotion of maximum health, while Health Education is the method by which we 
learn to teach in order to obtain the best results. Most public health nurses, indeed 
all nurses, have learned the principles of nutrition. All have had instruction on food 
values and the preparation of foods, but do any of us sufficiently appreciate the 
importance of nutrition amongst the things we teach; are we sufficiently taught to 
recognize signs of ill health which may be of nutritional origin; do we take into 
account the traditional food habits of that part of the population for which we are 
responsible; have we learned enough about the application of the principles of 
nutrition, not only for infants and the pregnant and nursing mother on which there 
is so much emphasis, but also on the diet and behaviour of toddlers—the pre-school 
group with which so many mothers seem to have difficulties. To guide the mothers 
in these dietary problems the public health nurse needs a knowledge of child 
psychology, and this leads me to speak on the second subject chosen by the public 
health group in Holland—the subject of Mental Health. 


In this field, the public health nurse, in her visits in the home and her work in the 
clinics, has almost limitless opportunities. She must deal with the emotional stresses 
which arise during pregnancy. She must be aware of the worries of the young people 
as they realise (or perhaps try to forget) their responsibility for a rapidly aging 
population, and try to help them to understand the psychological needs of the elderly. 
There are the problems of mother/child relationships; the public health nurse has 
to take some part in teaching the adolescent how to prepare for life and how to prepare 
for motherhood. Perhaps she has to help the family to adjust to the problem of 
chronic or long-term infectious disease for one of its members. 


All of these subjects are public health subjects, basic to health and basic to 
happiness, and to health and happiness in the home. I would conclude therefore by 
reminding you of a saying of Florence Nightingale; that she almost regretted the 
discoveries of Pasteur and Lister, for she was afraid that doctors and nurses would 
now think only about germs, and forget the importance of the most basic of needs— 
the need for all people—of cleanliness, of fresh air, and of good food. 


D.C.B. 


The Commemoration of Florence Nightingale 


by 
The Late SIR GEORGE NEWMAN. 


As we are celebrating this year the Centenary of Florence Nightingale’s work in the 
Crimea, it has seemed appropriate to reprint for the benefit of our readers and for 
permanent record, the first Oration in her honour delivered at the ICN Congress 
in London, 1937. 


It is not without significance that this great representative assembly of nurses of 
many nations and kindreds and tongues and religions should have one common bond 
in the great and incomparable name of Miss Florence Nightingale. More than others, 
you are her soldiers to-day. The life of your illustrious leader, which became a 
tradition, even a legend, in her own lifetime, is now the treasured possession of the 
human family all over the world. We do well to remember her here to-day, and 
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count up the thoughts and deeds with which she moved the heart of England. She 
was born in Florence on May 12th in 1820, and death came to her in London on 
August 13th, 1910, at the great age of ninety years. Reared as a lady of rank, 
surrounded by luxury, she lived down the discouragements, and even opposition of 
her family, and became a hospital nurse, the courageous defender of the sick, the op- 
pressed, “the bad” and the outcast. Though a recluse and for forty years in retire- 
ment; what she called “ out of office”; she became an eminent public servant of the 
State. She sought for light in the dark hospital wards at Scutari in 1855, as upon her 
own lonely path in earlier years, and, finding it, she became to all the world “a lady 
with a lamp.” Longfellow chose her title to fame from the little oil lamp she carried 
in her hand—* A lady with a lamp I see”—not knowing how true and enduring 
would prove his choice. In the perplexities of her home life and doubting heart, in 
the Crimean War, in hospital management, in modern nursing, in sanitary reform, 


in the emancipation of womanhood, she has proved indeed to be for all time a Lady 
with a Lamp. 


Florence Nightingale’s life may be thought of in three subdivisions. First, there 
is her romantic girlhood and early training, discipline and experience at Kaiserswerth 
and elsewhere, culminating in what she believed and declared to be “a divine call” 
or commission to be a hospital nurse. Then secondly, came the short middle period 
of service under the British War Office as “ Superintendent of the Female Nursing 
Establishment in the English General Military Hospitals in Turkey” for two years 
during the Crimean War (1854-56), which created her fame and brought to her the 
homage of the world. Lastly, there was a third period of the remaining forty years 
of her active life (1856-1895) filled to the brim with an amazing output of construc- 
tive statecraft. When we come to consider it carefully, and critically, historically, 
scientifically and without the aid of the invention of “cunningly devised fables,” 
we find it a most amazing record. Its length, its variety, its adventure, its com- 
bination of recluse and publicist, of aristocrat and democrat, of religious mystic and 
practical reformer; its astounding volume of industry, year in, year out, over three 
generations; its insight and foresight; its world-wide comprehension, and _ its 
tremendous harvest—all contribute to make her life a story standing by itself in the 
history of mankind. 


Surrounding this central figure moves a hest of men and women, the most emi- 
nent of their day—-soldiers, sailors, statesmen, proconsuls, doctors, engineers, poets, 
theologians, philosophers—thwarting or abetting her, obeying or refusing her bidding, 
rejected or inspired by her. They pass before us like ghosts out of the long past. They 
come and go, they live and labour and die around this remarkable woman, who seems 
to go marching on to her special destiny, undeviating, undefeated, undismayed, lord 
of her own event. Sometimes she is like a Hebrew prophet, warning, foretelling, de- 
claiming and declaring; sometimes as practical mystic, like her friends, Sidney Herbert, 
Lord Lawrence of the Punjab, and General Gordon; sometimes as reformer like Lord 
Shaftesbury; Miltonic in austerity, of intensive fire like Savonarola or Francis of 
Assisi; a theologian like Dean Stanley or Professor Jowett; an adult educationalist, 
a scientific investigator with Dr. Parkes and Dr. Farr; a philosopher like her friend 
John Stuart Mill; an artist in taste after the school of Giotto in the fourteenth century; 
a soldier in understanding and command, and all the time a hospital nurse—always 
observing and collating, always for bold action, always ready and reliable when 
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needed, sometimes to be persuaded, sometimes immovable as a rock—“ as the shadow 
of a great rock in a weary land.” 


We all know, in a general way, what Miss Nightingale did for the wounded of 
three nations in the Crimean War. As Kinglake, the historian, said: “ There acceded 
to the State a new power,” and Professor Trevelyan has added his considered opinion 
in these words: 


“The real hero of the War was Florence Nightingale, and its indubitable out- 
come was modern nursing, both military and civil, a new conception of the poten- 
tiality and place in society of the trained and educated woman, and a juster 
national conception of the character and claims of the private soldier.” 


There is something for us to think about. What Miss Nightingale did in the 
Crimean War was to open widely the gates of order and efficiency in place of disorder 
and neglect. She put an end to the tortuous ramifications of adminstrative incapacity 
and divided responsibilty in the military hospitals; an end to the inherent faults of 
confused systems; an end to the scientific ignorance and incompetence of red tape 
officialism—for these were the three agencies which imperilled the efficiency and 
health of armies by leading to complacent acquiescence in a high mortality from 
wounds, and a still higher mortality from preventable disease and starvation. It is 
strange to reflect upon the fact that this particular problem of excessive mortality 
among soldiers from disease, though relieved in the Crimean War, did not find its 
solution until nearly sixty years afterwards in the Great War (1914-1918), with its 
new knowledge and reformed medical services. 


In 1856, after her two dramatic years in the Crimean War, Miss Nightingale, 
though retired and invalided, turned her genius—alert, determined, apprehending, 


_ still purposive—to the wider questions which directly emerged from her experience. 


Her long years of seclusion were partly due to her physical invalidity, but partly self- 
designed in order that the serious work of her life might not be hindered by what she 
considered “ the wasted time of clainis.” Thus only, as she conceived, was she able to 


carry through her big schemes. It is only possible on this occasion to mention, in 
order, their main outline. 


First, there was the hygiene of the British Army, and Miss Nightingale’s initia- 
tion of, and work for, the Royal Commission on the health of the Army in 1857, 
concurrently with which there was issued her “ Notes affecting the health, efficiency 
and hospital administration of the British Army.” Her conception of the health of the 
soldier included his social welfare, his character, his training, his food and sleep, his 
cleanliness, his leisure, his savings, his letters home, his own people. “ She was the 
soldier’s friend, no less than the ministering angel.” 


The Report of the Royal Commission, including a special Memorandum by 
herself of thirty folio pages, was published in 1858, and was followed by the establish- 
ment of the Army Medical School; by reform in hospital construction and the renova- 
tion of the military barrack system, and by the improvement in the collection and 
arrangement of army medical statistics. To Miss Nightingale, the science of medical 
statistics was almost a religious exercise, a compass, a signpost which she approached 
with reverence, the ascertainment of the truth of conditions and their effect. 


6 


OcToBER 1954 


Then came the far-reaching problem of the necessity for the adequate training 
of nurses, the establishment in 1860 of the Nightingale Training School (provided by 
Miss Nightingale out of the National Fund presented to herself as a public tribute to 
her Crimean work), and by its personal direction, the creation of a nursing profession. 
As a prelude to this great movement, Miss Nightingale had published her popular but 
classic “ Notes on Nursing: What it is and what it is not,” in 1859; an epoch-making 
little book, both of current technique and of enduring wisdom. 


The foundation of the training of nurses was followed by her initiation of a Royal 
Commission on the Sanitary State of the Army in India, which reported in 1863. It 
is important to remember that such an enquiry had been foreshadowed by her in 
1857 at the end of her Notes on the British Army printed in that year and published 
in 1858. “It would be a noble beginning,” she said, “ of the new order of things 
(after the Indian Mutiny) to use hygiene as the handmaid of civilisation.” The method 
she suggested included sanitary commissioners in India under the Government of 
India but also supervised by the India Office in England, and this being adopted by 
the Commission was announced in due course by her friend Sir John Lawrence, the 
Viceroy. It is not surprising that she should say, “1 sing for joy every day at John 
Lawrence’s Government.” It was indeed a great partnership and it began in fact 
the reorganisation of the public health service in India on a wide basis, including 
sanitary commissioners, the sanitation of villages and soldiers’ barracks and military 


stations, land irrigation, hospitals and prisons, and the prevention of periodical 
famine. 


Hardly less pregnant was Miss Nightingale’s contribution to the reform of nursing 
under the Poor Law in England. Miss Twining and Dr. Rogers began such reform 
in London in 1853. But in 1861, Miss Nightingale co-operated with Mr. William 
Rathbone of Liverpool in introducing her friend and disciple, Miss Agnes Jones, “a 
Nightingale probationer ” to the workhouse infirmary at Liverpool. The Liverpool 
experiment of using trained nurses in poor law institutions sealed the doom of the 
untrained “ pauper nurses,” though they did not officially disappear for many years. 
Indeed, two generations had to pass before the Nursing Order of the Local Govern- 
ment Board in 1913 fulfilled Miss Nightingale’s first principles of Poor Law nursing, 
and it was not until Mr. Neville Chamberlain’s great Local Government Act of 1929 
(which itself incorporated several of the chief principles enunciated by Miss Nightin- 
gale in 1886) that the crucial victory was really won. Thus she introduced the special 
training and wider sphere of nurses, midwives and health visitors. 


Lastly, there was the supreme principle of the “ neutralisation ” of the wounded 
soldier, of whatever nationality. Somewhere about 1743 Sir John Pringle, the British 
founder of modern military medicine, suggested that military hospitals should be 
regarded as neutral and immune from attack by any of the fighting forces. This far- 
‘reaching rule remained without national or international support until the experience 
of the Crimean War of 1854 and the; Italian War of 1859 moved Henri Dunant, a 
Swiss philanthropist (himself inspired by Miss Nightingale’s work at Scutari) to 
describe the barbarities of war and in particular the necessity of protecting the 
wounded. He instigated the consideration of this principle at the Geneva “ Society 
of Public Service” in February, 1863, and subsequently secured direct attention to 
it at two international conferences convoked at Geneva in 1863 and 1864, In August 
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of the latter year was instituted the international “ Geneva Convention ” which formu- 
lated the principle of the neutralisation of the wounded under the Red Cross, and it 
was Miss Nightingale herself who, at the request of the British War Office, drafted 
the instructions for the British delegates at that Convention, to support the declaration 
of the neutrality of Red Cross Hospitals, doctors, nurses, and all wounded soldiers. 
It was but expressing in definite compendious terms her practice in the Crimea of 
nursing all wounded men of whatever nationality, friend or foe. 


Here then we have our Lady’s programme of public service. What are we to make 
of her and of it? First, respecting herself we may discard all legendary fancies, fables, 
fabrications, and the inflated and uncertain atmosphere of “ romance,” and, if we 
can, we must weigh as in a balance the actual facts which remain after seventy years 
of opinion, and of praise or blame or misinterpretation. Miss Nightingale’s character 
was, like all human character, a complex of heredity and environment, but in her case 
it was the resultant also of the use of high spiritual forces and will-power in varied 
circumstance. She was able to prearrange much of the circumstances of her life (as 
in large measure we can all do), and considered it to be her duty to do so, in order to 
make both her life and her nursing work directly conducive to what she conceived to 
be her mission. Moreover, she took pains to develop a capacity and an insight to 
capture from circumstance its elements of guidance, and in this sense could justly have 
preferred the ancient claim “J control circumstance, not circumstance me?” It has 
been said that she was paradoxical, vacillating, opinionated, autocratic, intolerant, 
prejudiced, self-willed, masterful, and in discipline even a martinet. Well, ninety 
years is a very long period of life, and I daresay that on occasion Miss Nightingale 
manifested, like the rest of us, each of these qualities. They do not disturb me in the 
least; they are human, common to us all, and in any army leader sometimes unavoid- 
able. Quite naturally and properly she was nicknamed “ The Bird,” and it is curious 
to note how its varied plumage appeared to different observers; a swallow, a martin, 


. a duckling, a dove, a nightingale, a swan, or an eagle; it is perilous at this date to 


specify. Perhaps from time to time she had some of the characteristics of all these 
beautiful birds, certainly of the last named! 


Ruskin told us that in order to judge works of consummate Art, it is necessary to 
give them both time and space. And in truth we must stand off some distance to 
measure or differentiate this great and pre-eminent person—for great and entirely 
exceptional, history will assuredly declare her to be. This at least may be said, the 
plain facts show that she was a woman of sound and practical common sense, com- 
passionate and tender-hearted, diligent, loyal, self-renouncing because self-dedicated, 
with a genius for administrative organisation, pcessessing a high sense of public duty 
and statesmanship, and with a soul anchored in the inexhaustible and enduring 
verities of her religious faith and her spiritual experience—still the greatest power 
on earth to move the minds and hearts of men and women. 


We must not assume that in Miss Nightingale we have unapproachable impecca- 
bility, some kind of hypothetical sinlessness and perfection. No, she had her faults and 
no doubt made many mistakes, for she was constituted of the same clay as ourselves. 
She belonged to an age different from our own, the nineteenth and not the twentieth 
century. She was surrounded for two whole generations by criticism and controversy, 
some of it self-created, and we must not be rash or impatient in our ultimate estimates. 
Indeed not the least of her personal achievements was that, like an alchemist, she 
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transmuted in the course of years the nature, form and substance of the conventiona- 
lities of her own social environment and its standards and judgments, changing them 
from baser metal into gold. Let me recall to your remembrance Lord Rosebery’s 
appraisement of the deductions and allowances which we must make for human nature, 
one of the most beautiful passages in modern English: 

“ When we see that the greatest and choicest images of God have had their 
weaknesses like ours, their temptations, their hours of darkness, their bloody 
sweat; are we not encouraged by their lapses and catastrophes to find energy 
for one more effort, one more struggle? Where they failed, we feel it a less 
dishonour to fail; their errors and sorrows make, as it were, an easier ascent 
from infinite imperfection to infinite perfection. 

Man, after all, is not ripened by virtue alone. Were it so, this world were a 
paradise of angels. No, like the growth of the earth, he is the fruit of all the 
seasons; the accident of a thousand accidents, a living mystery, moving through 
the seen to the unseen. He is sown in dishonour; he is matured under all the 
varieties of heat and cold; in mist and wrath, in snow and vapours, in the melan- 
choly of autumn, in the topor of winter, as well as in the rapture and fragrance 
of summer, or the balmy affluence of the spring—its breath, its sunshine, its 
dew. And at the end he is reaped—the product not of one climate, but of all; 
not of good alone, but of evil; not of joy alone, but of sorrow—perhaps mellowed 
and ripened, perhaps stricken, and withered and sour. How then shall we judge 
anyone ? How at any rate shall we judge a giant, great in gifts and great in 
temptation, great in strength and great in weakness? Let us glory in his strength 
and be comforted in his weakness.” 

Finally, I turn to say a word of summary upon Miss Nightingale’s workmanship. 
It was varied and prolonged, yet it was all of one piece, with little or no alien element 
or diversion from a straight line of purpose. An analytical study of her main prin- 
ciples, as interpreted in her practices, suggests that, speaking generally, they were six 
in number: 

(a) The national and social importance of the hygiene of armies, and to that 
end the hygiene also of the classes of society from which the soldier is drawn; 

(b) The necessity of adopting the principles of science and art in designing 
hospital construction and management, and in the improvement of national 
sanitation; 

(c) The more accurate and fuller recording of the incidence and definition of 
disease, sickness and incapacity, physical and mental; in order to discover the 
foundation both of truth and of action; 

(d) The absolute requirement of adequate training for nurses, midwives and 
health workers, if they are to prove efficient and worth while, and the application 
of their beneficent services to all classes of the community; 

(e) The emancipation and education of the womanhood of a nation to be 
approximately equivalent to that of its manhood; 

(f) A universal law for the international neutralisation of the wounded soldier, 
as the irreducible minimum of civilisation as against barbarism. 

No one can read this formidable list without recognising that Miss Nightingale 
was not only the founder of trained nursing, she was also one of the international 
pioneers of the whole science and art of Preventive State Medicine, which is today so 
profoundly affecting, transforming and expanding man’s life upon the earth. It should, 
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however, be observed that, though she was concerned in each of these six enterprises, . 
she wove them together like a single piece of tapestry, a synthetic philosphy. Yet she 
did not finish or complete any one of them. They are still incomplete, and in each 
sphere there remains much to do. In order that her disciples may make their contri- 
bution, they will bear in mind that, though they may wisely endeavour to emulate, 
they should not attempt to imitate Miss Nightingale. We may appreciate her as a 
national and international possession for which the human family must ever be grate- 
ful, but we shall not heighten or enhance such appreciation by allowing “the dead 
hand of the past” to be laid too heavily upon us. She herself would have said that 
advance in new times, new knowledge and new methods is still greatly needed in all 
six directions, though not equally needed in all nations. We are not called upon to 
pledge ourselves today that we also will do what Miss Nightingale did—it cannot be 
—but we may fairly aspire, in our own problems and in our own lands, times and ways, 


to act upon the high plane of her motive and objectives, expanding both their occasion 
and operation. 


In the presence of an international assembly of nurses for the healing of the 
nations, one can hardly escape the reflection, what an inestimable gain for the whole 
world it would be if, as well as neutralising the wounded men and women of our 
generation, each nation would learn the wisdom of neutralising its traditional lack 
of appreciation of other nations, the mutual undervaluations and particular short- 
comings, and the ignorance and prejudices which so easily beset us all. For, to 
know and to understand is always to make juster judgments of men. Our true valua- 
tion of Florence Nightingale would find most appropriate expression, yes, and would 
choose the better part; first, in gratefully accepting with knowledge and with under- 
standing, the inspiration of her life and work and its spiritual foundation; and 
secondly, in planning our own day’s enterprise in order that it shall both extend ‘the 

frontiers and enlarge its opportunity for the men, women and children of all nations.” 


La Commemoration de Florence Nightingale 
par 
Sir GEORGE NEWMAN 


Comme nous célébrons cette année le Centenaire de oeuvre de Florence Nightingale 

au Crimée, il semble @ propos de réimprimer, au profit de nos lecteurs et comme un 

enregistrement permanent @ sa memoire, la premiére Commémoration qui fut 

prononcée en son honneur, au Congrés du Conseil International des Infirmiéres, a 
Londres, en 1937. 


Ce n’est pas sans une profonde signification que le nom de Florence Nightingale 
est le lien commun entre les infirmiéres de cette grande assemblée, dont les membres 
représentent tant de pays, de races, de langues et de religions diverses. Plus que 
quiconque, vous étes aujourd’hui ses soldats. La vie de votre illustre chef prit force 
de tradition, de légende méme, alors qu’elle vivait encore; de nos jours, c’est un bien 
précieux qui appartient 4 la famille humaine tout entiére. En vérité, il est bon que 
nous nous remémorions aujourd’hui les pensées, les oeuvres qui lui gagnérent le coeur 
de son pays. Elle naquit 4 Florence le 12 mai 1820 et mourut 4 Londres le 13 aoiit 
1910, a ’age avancé de quatre-vingt-dix ans. De haute naissance, élevée dans le luxe, 
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elle surmonta les objections et méme l’opposition de sa famille pour devenir infirmiére 
d’hépital, le courageux défenseur de ceux qui souffrent, malades, opprimés, mauvais 
sujets ou parias. Quoique vivant une vie de recluse, retirée du monde pendant prés 
de quarante ans—ce qu’elle nommait “en retraite ”—elle devint un éminent serviteur 
de l’Etat; elle chercha la lumiére dans les sombres salles des hépitaux de Scutari en 
1855, comme dans sa jeunesse, elle avait cherché la lumiére sur sa propre voie soli- 
taire, et, l’'ayant trouvée, elle devint pour tous “La Dame a la Lampe.” Longfellow 
lui donna le titre célébre qui devait rester attaché 4 son nom, d’aprés la petite lampe 
a huile qu’elle portait 4 la main, sans se douter combien l’image était heureuse et 
combien elle subsisterait. Aux prises avec les indécisions et les doutes au sein de son 
foyer, dans la guerre de Crimée, dans lorganisation des hépitaux, dans les nouveaux 
soins aux malades, dans les réformes sanitaires, dans la question de ’émancipation de 
la femme, partout elle fut véritablement une dame 4 la lampe. 

On peut diviser la vie de Florence Nightingale en trois périodes principales: en 
premier lieu, sa jeunesse romantique, sa premiére formation, la discipline et les 
expériences faites 4 Kaiserswerth et ailleurs, culminant en ce qu’elle estima étre “ un 
appel divin,” un commandement qu’elle eit 4 devenir infirmiére. Vient ensuite la 
courte période intermédiaire au service du Ministére Britannique de la Guerre, 
comme “surveillante générale des établissements infirmiers dans les hdpitaux 
généraux des autorités militaires anglaises en Turquie”; les deux ans que 
dura la guerre de Crimée (1854-1856) la rendirent; célébre et lui valurent l’admira- 
tion du monde entier. Vient enfin la troisiéme période, comprenant les derniéres 
quarante années de sa vie active (1856-1895), pendant lesquelles elle accomplit un 
énorme travail de politique constructive. Que ce soit du point de vue politique, 
historique ou scientifique, et sans recourir a l’invention de “ fables adroitement 
forgées,” nous devons, en considérant sa vie, reconnaitre |’étendue du travail qu’elle 
a dé fournir. Tout contribue a faire de cette vie un monument unique dans les annales 
de Phumanité, sa longueur, sa diversité, ses aventures, le mélange de réclusion et de 
publicité, d’aristocratie et de sentiments démocratiques, de mystique religieuse et de 
réformes pratiques, la capacité énorme de travailler, année aprés année, pendant trois 
générations, enfin, sa connaissance du monde, ses dons de prévision, sa large com- 
préhension et la moisson abondante qu’il lui fut donné de recueillir. 

Autour de cette grande figure gravite une foule d’hommes et de femmes, les plus 
éminents de leur temps—officiers de l’armée ou de la marine, hommes d’Etat, pro- 
consuls, docteurs, ingénieurs, poétes, théologiens, philosophes—contrecarrant ses pro- 
jets ou les encourageant, obéissant ou se refusant a ses ordres, repoussés ou in- 
spirés par elle: ils défilent devant nous comme des fantémes des temps passés. IIs 
viennent, ils vont, ils vivent, travaillent et meurent autour de cette femme remarquable 
qui semble avancer sans cesse au-devant de son destin particulier, sans dévier, ne 
connaissant ni la défaite ni le découragement, maitre de sa destinée. Parfois elle nous 
apparait comme un prophéte hébreu, avertissant, prédisant ou haranguant; parfois elle 
est une mystique pleine de sens pratique, comme ses amis Sidney Herbert, Lord 
Lawrence du Punjab ou le général Gordon; quelquefois elle se montre un réforma- 
teur, comme Lord Shaftesbury; austére comme Milton, passionée comme Savonarola 
ou saint Frangois d’Assise; un théologien comme le doyen Stanley ou le professeur 
Jowett; une éducatrice des adultes; avec le Dr. Parkes et le Dr. Farr, elle entreprit 
des recherches scientifiques; philosophe comme son ami John Stuart Mill, elle était 
aussi une artiste de goat selon l’école de Giotto; un soldat par la compréhension et 
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le commandement, mais surtout, et avant tout, elle est infirmiére d’hépital—observant 
et comparant, préte 4 une action rapide, sur qui on peut toujours compter en cas de 
besoin. Elle se laissait parfois persuader, mais le plus souvent elle restait inébranlable, 
telle “ ’ombre d’un grand roc dans une terre déserte.” 

Nous connaissons tous ce que Florence Nightingale fit pour les blessés des trois 
pays belligérants dans la guerre de Crimée. Kinglake, l’historien, a dit: “ Une force 
nouvelle se leva,” tandis que le professeur Trevelyan, dont Yopinion fait autorité, 
ajoute: “ Le véritable héros de la guerre fut Florence Nightingale et son résultat fut 
le Nursing moderne, tant militaire que civil; nous voyons une conception nouvelle 
des possibilités et de la place de la femme qualifiée et instruite dans la société, une 
conception nationale plus équitable du caractére et des droits du soldat en tant 
qu’individu.” Voici de quoi nous faire songer ! Dans la guerre de Crimée, Florence 
Nightingale ouvrit largement les portes de l’ordre et de la compétence, la ow ne rég- 
naient que désordre et négligence. Elle mit fin aux ramifications tortueuses de l’incom- 
pétence administrative et répartit les responsabilités dans les hépitaux militaires, elle 
mit fin aux fautes des systémes pleins de confusion, une fin 4 l’ignorance scientifique 
et 4 l'incompétence du fonctionnarisme officiel—car tels étaient les trois grands dan- 
gers qui guettaient le bon rendement et la santé des armées, alors qu’on acceptait avec 
complaisance la mortalité élevée due aux suites de blessures ou plus souvent encore 
aux maladies qu’on eit pu prévenir, a la famine enfin. Ce probléme de la mortalité 
excessive parmi les soldats n’a trouvé sa solution que prés de soixante ans plus tard, 
au cours de la Grande Guerre (1914-1918), quand furent appliquées les connaissances 
modernes et les réformes dans les services sanitaires de l’armée. 

En 1856, aprés les deux années glorieuses en Crimée, Florence Nightingale, 
quoique retirée et invalide, reporta son activité géniale embrassant tant de domaines 
et si sire de son but, vers les questions plus larges découlant directement de l’expérience 
qu’elle avait acquise. Ses longues années de réclusion sont dues en partie 4 son 


‘invalidité mais en partie aussi elles furent voulues, afin que son ceuvre importante ne 


fit pas entravée par ce qu’elle nommait “le temps perdu des obligations mondaines.” 
Ainsi seulement, estimait-elle, lui serait-il possible de mener a bien ses grands projets, 
qui ne peuvent ici qu’étre effleurés dans leurs grandes lignes. 

Elle travailla tout d’abord pour lhygiéne de l’armée britannique, par la création 
de la Commission royale d’enquéte sur les conditions sanitaires de l’armée, en 1857. 
A cette époque également, elle publia ses Notes affectant la santé, le bon rendement et 
ladministration des hépitaux de l'armée britannique. Sa conception du bien-étre du 
soldat embrassait non seulement sa santé mais aussi ses problémes sociaux, son 
caractére, son entrainement, sa nourriture et son sommeil, sa propreté personnelle, ses 
loisirs, ses économies, ses lettres 4 son foyer, sa famille enfin. Pour le soldat, elle 
était “ amie autant que l’ange bienfaisant.” 

Le rapport de la Commission royale, qui comprend un mémorandum spécial de 
trente pages de la main de Florence Nightingale, parut en 1858. A la suite de ce 
rapport, l’Ecole militaire de médecine fut fondée, la construction d’hépitaux militaires 
et la rénovation des principes d’architecture dans les casernes furent décidées, tandis 
que les statistiques médicales militaires étaient améliorées tant en ce qui concerne le 
choix des données que leur utilisation. La science des statistiques médicales 
constituait pour Florence Nightingale quasi un exercice religieux, c’était un domaine, 
un jalon dont elle ne s’approchait qu’avec révérence afin d’établir les conditions 
existantes et leurs répercussions. 


: 
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Puis, elle s’occupa du probléme important de la nécessité d’une formation 
adéquate pour le personnel infirmier, et la fondation, en 1860, de 1 Ecole 
Nightingale” pour les infirmiéres (qu’elle créa grace au Fonds national qui lut fut 
présenté en hommage public pour son ceuvre en Crimée) marque le début des soins 
professionnels modernes. La publication, en 1859, de son ouvrage si populaire et si 
classique 4 la fois, les Notes sur les soins aux malades : ce qwils sont et ce qwils ne 
sont pas, était un précurseur de ce grand mouvement. Ce petit livre faisait époque, 
a la fois pour l’exposé de la technique du temps et pour une sagesse qui est demeurée. 


Aprés la mise en train de la formation des infirmiéres, Florence Nightingale 
s’intéressa a la création d’une Commission royale pour l’étude des conditions sanitaires 
dans les armées de |’Inde, dont le rapport fut présenté en 1863. Qu’on se souvienne 
qu'elle avait prévu une telle enquéte en 1857 déja, a la fin de ses Notes sur larmée 
britannique, qui sortirent de presse en 1858. “Ce serait un noble début,” disait-elle, 
“ pour le nouvel état de choses (aprés la révolte des cipayes), d’user de ’hygiéne en 
tant que servante de la civilisation.” Elle proposait la nomination de commissaires 
d’hygiéne aux Indes, dépendant de l’Inde mais contrélés par les bureaux du 
gouvernement des Indes 4 Londres. Cette idée, adoptée par la Commission, fut 
annoncée en temps et lieu par son ami, Sir John Lawrence, vice-roi des Indes. On 
ne sétonnera pas qu’elle ait dit: “ Je chante chaque jour de joie a la pensée du 
gouvernement de Sir John Lawrence.” Ce fut, en effet, une collaboration fructueuse 
et en fait, c’est grace a cette collaboration que fut commencée la réorganisation, sur 
une large échelle, des services d’hygiéne aux Indes, la nomination de commissaires 


d’hygiéne, les canalisations dans les villages, les casernes et forts militaires, l’irrigation 


des campagnes, la construction d’hépitaux et de prisons et la prévention des famines 
périodiques. 


Florence Nightingale joua un réle non moins remarquable dans la réforme des 
soins donnés par l’Assistance publique. Commencée en 1853, 4 Londres, par Miss 
Twinning et le Dr. Rogers, cette réforme fut continuée 4 Liverpool, en 1861, par 
Florence Nightingale en collaboration avec M. Rathbone. Elle travailla a faire 
introduire une de ses amies et disciples, Miss Agnes Jones, une “ éléve Nightingale,” 
a Vinfirmerie de Vasile de Liverpool ou celle-ci entra en 1865. L’expérience faite 
a Liverpool d’engager une infirmiére qualifiée dans les institutions de Assistance 
publique marqua le déclin de “Vinfirmiére des pauvres” sans formation aucune, 
quoique celle-ci n’ait disparu officiellement que bien des années aprés: deux générations 
passérent, en effet, avant que le décret touchant les soins aux malades fiat voté par le 
Conseil des administrations locales, en 1913, réalisant les premiers principes du nursing 
que Florence Nightingale énongait pour les asiles. Ce ne fut guére qu’en 1929, avec 
la grande loi sur les administrations locales, proposée par M. Neville Chamberlain 
(loi qui incorpore plusieurs des principes fondamentaux posés par Florence 
Nightingale en 1866) que la victoire définitive fut réellement acquise. C’est donc elle 
qui posa la premiére pierre de la formation spécialisée des infirmiéres, et des domaines 
plus larges dont s’occupent aujourd’hui infirmiéres, sages-femmes et visiteuses sociales. 


Vient en dernier lieu le principe supréme de “ neutralisation ” du soldat blessé, 
quelle que soit sa nationalité. Vers 1743, Sir John Pringle, le créateur anglais de la 
médecine militaire moderne, proposait que les hépitaux militaires eussent le droit 
de neutralité et qu’ils fussent respectés par les forces en présence. Cette régle 
transcendante resta sans soutien national ou international jusqu’a l’expérience de la 
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guerre en Crimée, en 1854; les campagnes d’Italie, en 1859, poussérent Henri Dunant, 
le philantrope suisse (lui-méme inspiré par le travail de Florence Nightingale a 
Scutari), a décrire les horreurs de la guerre et, en particulier, la nécessité de protéger 
les blessés. A son instigation, la Société de Service public s’intéressa a cette question 
en février 1863 et, par la suite, la soumit 4 deux conférences internationales 
convoquées 4 Genéve en 1863 et 1864. Au mois d’aoit de cette année, la “ Convention 
de Genéve” fut instituée, établissant le principe de la neutralisation des blessés sous 
la Croix-Rouge, et ce fut Florence Nightingale elle-eméme qui, 4 la demande du 
ministére britannique de la Guerre, rédigea le projet des instructions pour les 
délégués britanniques 4 la Conférence, leur prescrivant de se rallier aux déclarations 
de neutralité applicables aux hépitaux de la Croix-Rouge, aux médecins, aux infirmiéres 
et a tout soldat blessé. Ceci n’était que l’expression concise et définitive de ce qu'elle 
avait fait en Crimée, alors qu’elle soignait également tous les blessés de quelque 
nationalité qu’ils fussent, alliés ou ennemis. 

Voici donc le programme de service public de cette femme remarquable. Que 
devons-nous conclure? En ce qui la regarde personnellement, nous pouvons faire 
table rase de toutes les légendes, fables et inventions ainsi que de l’atmosphére 
“ romantique ” surfaite et vague dont on entoure sa vie et, pour autant que nous le 
puissions, nous péserons les faits véritables qui nous restent aprés soixante-dix ans 
d’interprétations diverses, de louange, de blame ou de mésinterprétation. Le caractére 
de Florence Nightingale, comme celui de tout étre humain, était un complexe 
d’hérédité et d’entourage, mais chez elle, ce fut aussi le résultante de forces spirit- 
uelles élevées et d’une rare force de volonté. Elle a pu organiser a l’avance plusieurs 
circonstances de sa vie (comme tous nous le pouvons dans une large mesure), et 
elle estimait qu’il était de son devoir d’agir afin que sa vie et son travail dans le 
domaine des soins aux malades fussent conformes 4 ce qu’elle estimait étre sa 
mission. De plus, elle s’efforgait de développer en elle le don de savoir extraire de 
‘chaque circonstance un enseignement pour l’avenir, et dans ce sens, elle pouvait 
faire sien l’adage antique: “Je contréle les circonstances, elles ne me contrélent 
pas! ” On a dit d’elle qu'elle fut paradoxale, versatile, obstinée, autocrate, intolé- 
rante, pleine de préjugés, originale, despote et dans des questions de discipline 
d’une rigidité excessive. Il est évident que quatre-vingt-dix ans est une longue 
période de vie, et il est fort probable que Florence Nightingale ait manifesté parfois, 
comme nous le faisons tous, ces qualités. Ceci ne me dérange pas le moins du 
monde; ces qualités sont toutes humaines, communes a chacun de nous et, parfois, 
chez un chef d’armée, elles sont inévitables. On donnait a Florence Nightingale le 
surnom trés approprié de “l’oiseau”; il est curieux de relever combien le plumage 
paraissait différent suivant lobservateur: Vhirondelle, le martin, le caneton, la 
colombe, le rossignol, le cygne ou laigle. Il est risqué aujourd’hui de spécifier 
laquelle de ces dénominations était la meilleure. Il est possible que, par moments, 
elle ait eu certaines des caractéristiques de chacun de ces beaux oiseaux, certainement 
du dernier d’entre eux! 

Ruskin nous a dit que pour juger des ceuvres d’art parfaites, il faut leur donner 
le temps et [espace nécessaires. Et, en vérité, nous devons observer une certaine 
distance pour mesurer et reconnaitre cette éminente personnalité: histoire, en 
effet, consacrera certainement ses qualités exceptionnelles, Les faits nous indiquent 
indubitablement qu’elle fut une femme d’un bon sens pratique et sir, compatissante 
et sensible, active, loyale, pleine de renoncement & soi-méme parce que volontairement 
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dévouée a une cause; qu'elle eut le génie d’organisation administrative, qu’elle possé- 
dait une haute conscience de ses devoirs civiques et un sens politique profond; elle 
fut, enfin, une femme dont lame était ancrée aux vérités incommensurables et 
éternelles de sa foi religieuse et de son expérience spirituelle—aujourd’hui encore le 
pouvoir le plus puissant sur terre pour inspirer le coeur et l’esprit des hommes. 

Ne pensons pas qu’en Florence Nightingale nous avons trouvé une infaillibilité 
inaccessible, une sorte d’innocence et de perfection hypothétiques. Non, elle avait 
ses défauts et sans doute elle commit bien des erreurs, car elle était pétrie de la méme 
argile que nous tous. Elle appartenait a un age différent du ndétre, le X1Xme et non 
pas le XXme siécle; elle fut entourée pendant deux générations de critiques et de 
controverses, parfois une controverse qu'elle créait elle-eméme, et nous ne devons pas 
manquer d’égards ou de patience dans le jugement que nous portons. Certes, ce ne 
fut pas son moindre mérite que d’avoir, comme un alchimiste, transmuté au cours 
des années la nature, la forme et la substance des conventions de son milieu social, 
leurs mesures et leurs jugements, les transformant de vil métal en or pur. Souvenons- 
nous que, selon Lord Rosebery, nous devons tenir compte et faire preuve d’indul- 
gence pour la nature humaine: ce passage est l’un des plus beaux de la littérature 
anglaise moderne: 

“ Lorsque nous voyons que les images de Dieu, les plus grandes et choisies 
ont eu comme nous-mémes leurs faiblesses, leurs tentations, leurs heures de 
détresse et leur sueur de sang, ne sommes-nous pas encouragés par leurs manque- 
ments et leur chute méme 4a trouver l’énergie de tenter un effort encore, une 
lutte derniére? La oi ils ont failli, il est moins grand déshonneur de faillir; leurs 
erreurs et leur peines rendent, en fait, le chemin plus facile de l’infinie imperfec- 
tion a la perfection infinie. 

L’homme, aprés tout, ne mirit pas par la vertu seulement. S’il en était ainsi, 
cette terre serait un paradis des anges. Non, comme ce qui croit sur terre, il 
est le fruit de toutes saisons; l’accident de mille accidents, un vivant mystére se 
mouvant au travers du visible et de l’invisible. Fruit du péché, il mirit par toutes 
les phases de la chaleur et du froid dans les brumes ou la tempéte, la neige ou 
les vapeurs torrides, dans la mélancolie automnale, la torpeur de ’hiver comme 
dans le ravissement et le parfum de l’été ou opulence embaumée du printemps, 
la brise, le soleil et la rosée. Et enfin, il est mir, le produit non pas d’un seul 
climat, mais de tous; non pas du bien seulement, mais aussi du mal, de la joie 
comme aussi de la souffrance—peut-étre adouci et mir, peut-étre rabougri, fané 
et aigri. Ainsi, comment pourrions nous juger quiconque? Comment, du moins, 
jugerions-nous d’un géant dont les dons sont aussi nombreux que les tentations, 
plein de force et plein faiblesse? Glorifions sa force et soyons réconfortés 
par sa faiblesse.” 

Pour terminer, je voudrais résumer |’ceuvre accomplie par Florence Nightingale; 
quelque variée et longue qu’elle ait été, cette ceuvre est d’une seule trame, avec peu 
ou pas d’éléments étrangers, et elle ne dévie pas de la ligne directe choisie. Une 
étude critique des principes fondamentaux de Florence Nightingale, tels qu’il nous 
apparaissent dans ce qu’elle réalisa, nous permet d’affirmer qu’elle poursuivait six 
buts principaux: 

a) L’importance nationale et sociale de ’hygiéne des armées et, partant de 


Vhygiéne, de toutes les classes de la population parmi lesquelles le soldat se 
recrute; 
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b) La nécessité d’adopter des principes scientifiques et artistiques pour les plans 
de construction et d’aménagement des hépitaux, ainsi que pour |’amélioration 
des canalisations du pays, etc. ; 

c) La nécessité d’enregistrer plus exactement et de fagon plus détaillée les cas 
de maladie et leur définition, les cas d’incapacité de travail pour raison physique 
ou mentale, afin de poser des bases équitables d’action; 


d) La nécessité absolue d’une formation adéquate pour les infirmiéres, sages- 
femmes et assistantes d’hygiéne, afin qu’elles soient compétentes et utiles; le 
bénéfice de leurs services pour toutes les classes de la population; 

e) L’émancipation et l’instruction des femmes du pays, leur assurant a peu prés 
les mémes priviléges que les hommes; 


f) Une loi universelle pour la neutralisation internationale des soldats blessés, 
en tant que minimum irréductible de la civilisation par opposition a la barbarie. 
A Vénoncé de ce programme considérable, chacun reconnaitra que Florence 
Nightingale fut non seulement la fondatrice de la profession d’infirmiére diplémée, 
mais aussi l’une des pionniéres internationales de la médecine préventive d’Etat qui 
affecte aujourd’hui si profondément la vie de homme, la transformant et la prolon- 
geant. Notons cependant que, quoiqu’elle se soit intéressée 4 chacun de ses six buts, 
elle les tissa toujours en un dessin unique, une philosophie synthétique. Et pourtant, 
elle ne réalisa complétement aucun d’eux. Tous sont encore incomplets et, pour 
chacun, il reste encore beaucoup 4a parfaire. En apportant leur contribution a l’ceuvre 
qu’elle commenga, ses disciples devront garder présent a l’esprit qu’ils peuvent utile- 
ment s’efforcer d’égaler Florence Nightingale, mais qu’ils ne devront jamais tenter de 
Yimiter. Nous pouvons la chérir comme un trésor national et international que la 
famille humaine tout entiére a fait sien, mais nous ne grandirons pas cette reconnais- 
sance en permettant a “la main morte du passé” de peser trop lourdement sur nous. 
- Florence Nightingale elle-méme eit dit que le progrés doit continuer selon les temps 
nouveaux, les connaissances et les méthodes nouvelles et ceci dans chacun des six 
domaines, quoique l’échelle puisse étre différente suivant les pays. Nous n’avons pas 
aujourd’hui 4 nous engager a@ faire ce quelle a fait—c’est chose impossible—mais 
nous pouvons aspirer, dans nos problémes et nos pays respectifs, selon le temps et les 
coutumes particuliéres, 4 atteindre au niveau élevé de ses motifs et de ses buts, appli- 
qué a d’autres occasions et 4 d’autres réalisations. En présence d’une assemblée 
internationale d’infirmiéres appelées 4 veiller au bien de toutes les nations, on ne 
peut guére s’empécher de songer au bien inestimable qui résulterait pour le monde 
tout entier si, outre la neutralisation des blessés de notre génération, chaque pays 
acquerrait la sagesse d’une plus grande neutralité dans son manque traditionnel de 
compréhension des autres pays, la sousévaluation mutuelle et la critique réciproque, 
Yignorance et les préjugés qui s’emparent si facilement de chacun de nous. Car 
“ savoir et comprendre” équivaut toujours 4 un jugement plus équitable des 
hommes. Notre vraie admiration pour Florence Nightingale trouverait une expres- 
sion excellente, la meilleure que nous puissions lui donner si, en premier lieu, nous 
acceptions avec reconnaissance l’inspiration de sa vie, de son ceuvre et de ses bases 
spirituelles, en pleine connaissance et compréhension de cause, et, en second lieu, si 
nous organisions notre propre travail quotidien de fagon 4 élargir les frontiéres de la 
vie et 4 fournir aux hommes, femmes et enfants de toutes nations des possibilités 
d’existence meilleures. 
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Florence Nightingale’s Influence on 
Nursing Education 
by 

Miss VIRGINIA M. DUNBAR, 

Dean, Cornell University—New York Hospital School of Nursing, New York City. 


Among the varied stands in the events of history, how can it be known that certain 
things came about through the influence of a single individual ? In point of time, at 
what distance from the individual’s immediate work should history be examined and 
the measurement made? Do we call the influence of an individual that part which 
persisted in the work of others or do we refer to the whole of what was conceived by 
her? Gottschalk in his book Understanding History accepts as the definition of 
influence, “ a persistent, shaping effect upon the thought or behaviour of human beings, 
singly or collectively,” “a drive or impetus or shaping force in other personalities 
or events.” * His reminder that influence needs to be distinguished from posthumous 


reputation or conspicuousness is particularly applicable in the case of Florence 
Nightingale. 


Many characteristics of the 1860-1954 picture of nursing education are unquestion- 
ably traceable to Florence Nightingale through direct and indirect contacts and 
detailed records. In the school of nursing with which the writer is associated there 
was an application form in use from 1879 to 1888, and in modified form until 1925, 
which is almost identical with the original application form drawn up by Miss 
Nightingale for the Nightingale School in London at least as early as 1867 and possibly 
in 1860 when that school opened. This evidence of Miss Nightingale’s influence is 
so tangible that it conveys a personal touch, and yet the school in which it was used is 
not one of those which is known to have had direct contact with Miss Nightingale. 


A surprising number of Miss Nightingale’s ideas actually took form and entered 
into the stream of things but her thoughts on nursing education were even wider in 


scope and deeper in meaning and can, and do, continue to give impetus to nursing 
education. 


Her influence on nursing education has unquestionably been felt in the following: 


1. 


The idea of systematic preparation for nursing to be offered in schools of 
nursing. 


The idea that a systematic preparation is needed for nursing, an education 
such as warrants the establishment of schools, owes its origin to Miss Nightin- 
gale. Others had carried out some features of this idea but from the beginning 
her efforts were directed towards the establishment of a system—a pattern, plus 
a plan for multiplying duplicates of this pattern. 


She had expressed her belief that “three-fourths of the whole mischief 
of women’s lives arises from their exempting themselves from the rules of 
training considered needful for men.” * Her belief in education as the direct 
means of bringing individuals to their full capacity to do and to serve was very 
deep. In the mid-nineteenth century when this idea was not accepted for women 
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in any field, to attempt to establish it for nursing was a particularly difficult 
task. Yet she created something in nursing education which stood out clearly 
against the darkness of the preceding 150 years and has been an influence ever 
since. 


The sisters in the Nightingale School were instructed to teach the pro- 
bationers what, why, and how. In every list of instructions to the sisters there 
appeared some such statement as, “ It is not for the sister to reprove ignorance 
in the probationers,” or “ The sister kindly remembering that the probationer 
cannot be made responsible for doing well what she did not know how to do.” ? 


Schools were started following the Nightingale pattern in many parts of 
Great Britain and in many other countries. By actual numbers the schools 
which developed were impressive examples of the direct influence of one 
individual’s original work. The effectiveness of the graduates was even more 
impressive than their numbers. Considering the handicaps of the times which 
had to be overcome, Miss Nightingale’s educational point of view made remark- 
able progress and took root where it had not existed before. 


There have, however, also been strong counter influences at work from the 
very beginning. Expediency, necessity of accommodating to resistance, lack of 
financial resources, have been strong opposing influences. With all due recog- 
nition of the tremendous progress which has been made, there is even today not 
acceptance of the idea that a school of nursing should have the characteristics 
long accepted in other fields of preparation. In the early days of the Nightin- 
gale School, which reflect Miss Nightingale’s hand more clearly than the later 
years, nothing was more striking than the clearness of purpose which determined 
every step taken in the School. The persistent effort to keep close watch on what 
was needed in the country and to determine each detail of content, procedure, and 
selection of candidates, in the light of the purpose of the school, is a splendid 
example of a truly valuable educational institution. Other schools which followed 
had in many instances more elaborate educational programmes but were certainly 
without as full an appreciation of the direction in which the programme was 
heading. 


Practice was an important part of the school programme in the pattern 
which Miss Nightingale set up and no one is likely to deny to this day that 
it is important in any scheme of preparation for nursing. But the 19th century 
work schedule and other limitations continued to be perpetuated along with the 
emphasis on practice. The resulting stranglehold which giving-service-while- 
learning has had on the educational process in nursing has come down to us. 
from Miss Nightingale’s time, but it is in conflict with Miss Nightingale’s 
educational philosophy and is more a reflection of the counter influences of her 
time and of subsequent years than the influence of the ideas she was interested 
in promoting. Even in the Nightingale School itself, particularly in the later 
years of the 19th century, there appeared a blend of service and education which, 
when transplanted without direct contact with her philosophy, promoted the 
counter influences quite as much as what can properly be called her influence. 
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The content of what was taught. 


Nursing in Miss Nightingale’s conception could not be carried on satis- 
factorily by an amateur nor be picked up as a by-product of experience because 
it had a content which must be understood by the nurse. Her ideas of what 
nursing is constituted as great a contribution to the world as her educational 
ideas. In fact they had to come first before any educational pattern could be 
set down. Although character of the nurse was all-important, there was a 
content consisting of knowledge, skill, and attitudes for which the moral aspects 
of training were not to be substituted. The content of instruction was based on 
duties which the nurse should be able to perform. Miss Nightingale’s lists of 
these duties show her unusually keen observation, her originality, and her flair 
for being specific in detail. In the long list of duties given to each probationer 
on admission, the following are examples of single items included: 


“ You are expected to become skilful— 


In the management of helpless patients, i.e., moving, changing, personal 


cleanliness, of feeding, keeping warm (or cool), preventing and dressing 
bed sores, managing position of. 


“You are required— 


To make strict observation of the sick in the following particulars: the 
state of secretions, expectoration, pulse, skin, appetite; intelligence, as 
delirium or stupor; breathing, sleep, state of wounds, eruptions, formation 
of matter, effect of diet or of stimulants, and of medicines.” ! 


“ Helping the patient to live” was one way she frequently defined nursing. 
Prevention of illness, health maintenance as well as care of the sick, district 
nursing as well as hospital nursing, the nurse as a missioner of health and 
teacher of both the sick and the well, the patient and the family, recognition of 
the causes of illness, responsibility for the environment of the patient as well 
as the patient—all of these were included in nursing and must determine the 
content of what was taught. Along every one of these lines there was a tremen- 
dous job to be defined and carried out. 


On each of these points Miss Nightingale’s influence can be found in many 
parts of the world. For periods of time and in many places, however, the full 
import of her ideas was submerged by the vastness of what needed to be done. 
For instance, for decades the general housekeeping of hospitals continued to 
make nursing practically impossible. The time and energy of the nurse was of 
necessity thrown into this part of her work. Lists of duties of the nurse in 
various hospitals and descriptions of what nurses did everywhere in the decades 
up to the 20th century (and even much later) give a picture of the nurse moving 
rapidly and efficiently from the basins to the kitchen, to the food trays, polishing 
the carbolic spray, scrubbing mackintoshes, caring for patients’ clothes, making 
gruel, arrowroot, egg-flip, rolling bandages, lining splints, and the myriad duties 
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in the patients’ surroundings which were essential before nursing could become 
a fact. These duties left the nurses only a margin of time for direct attention 
to patients. The duties of the nurse in 1954 still carry over much from the 19th 
century picture even in our educational system. Nurses themselves have per- 
petuated a pattern which counteracted many of the important points in Miss 
Nightingale’s concept of nursing. When we read the following which Miss 
Nightingale wrote in 1867, we can well question whether her influence has really 
been felt in the past 80 years as much as we sometimes say it has: 


“The head of the nursing service will always try to improve their (the 
nurses’) surroundings in such a way as to liberate them from subsidiary 
work and to enable them to devote their time more exclusively to the care 
of the sick. This is, after all, the real purpose of their being there at all, 
not to act as lifts, water carriers, beasts of burden or steam engines—articles 
whose labour can be had at vastly less cost than that of educated human 
beings.” 7 


Methods of teaching and of recording the student’s progress. 


Very definite methods of instruction were suggested by Miss Nightingale 
and their introduction into nursing education can certainly be traced directly 
to her influence. Some of them were carried out almost word for word in other 
places (such as the instance of the application form referred to at the opening 
of this paper), others were pushed to the wall in the pressure of the succeeding 
years. The methods which she introduced included lists of procedures, instruc- 
tions to the sisters to guide them in teaching, questioning probationers on 
progress of patients, case papers, ward diaries, and evaluation sheets including 
both personal qualities and content of learning. All of these were in addition 
to classes. The setting up of these very specific methods was a clear departure 
from the past era in which no such instruction was considered necessary or, at 
best, a pick-up from experience was expected. 


An important place was given to clinical methods of teaching as indicated 
in this list of methods. To be of value, practice must be made effective by planned 
guidance of the learners. It is impressive to see how soon after the opening of 
the Nightingale School these important clinical methods of teaching were intro- 
duced even though simplicity in programme was a necessity and obstacles were 
tremendous. But it is discouraging to discover how soon the case papers and 
ward diaries were crowded out. In the period up to 1900, class hours were added 

. and many irregularities in classes were ironed out but in spite of the emphasis 
placed on the ward practice, increased time and importance was not given to these 
methods of instruction. Later years have given them a place of importance but 

whether as a result of Miss Nightingale’s advocacy of them would be difficult 

to say. 


Administration 


The Nightingale School, although closely allied with St. Thomas’s Hospital, 
was an independent school with its own endowment. It was under the direction 
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of the Nightingale Fund Committee which controlled both the policies of the 
School and the use of the Fund. The agreement between the School and the Hospi- 
tal obligated the Hospital in the case of any change in the matron or resident 
medical officer to select individuals with qualifications for teaching nurses. The 
resident medical officer held an appointment to the School as well as to the 
Hospital, received a regular salary from the Fund, and when he was considering 
leaving his position, he formally notified the Fund Committee. Additional 
medical staff appointed to teach later when the instruction was extended were 
likewise paid. The independent nature of the School, the endowment, the 
appointment of the medical officer most important in the teaching programme, 
and payment for instruction were characteristics only infrequently introduced 
in other places when the pattern of the Nightingale School was transplanted. 


The position of the matron was at the heart of the Nightingale plan. She had 
complete responsibility in the School for the selection, instruction, and discipline 
of the probationers both in the hospital and in the nurses’ home; in the hospital 
she was in charge of all of the nurses, nursing, and housekeeping; and she 
reported directly to the School Committee. In later schools where the school 
was brought directly under the hospital, the position of matron was limited by 
the fact that in all of her functions she became directly responsible to the hospital 
superintendent and, in consequence, the purposes of the school were all too 
often brought within the purposes of the hospital. The position of the matron 
in the form considered so important by Miss Nightingale was not, therefore, 
copied in later schools in some countries but the influence was nevertheless felt 


through the fact that the Nightingale pattern had made a marked break with 
the past. 


Two aspects of administration in schools of nursing today give us reason to 
look back on the position of the matron in the Nightingale pattern with par- 
ticular interest: One, the present day problems in developing relationships 
between universities and clinical practice fields; and the other, the position of 
the faculty. In setting up collegiate schools of nursing, or in fact practice fields 
in any school, the principles of the Nightingale pattern can be helpful if they can 
be disentangled from the details of actual operation. The principle that a school 
should take responsibility for its students in all clinical instruction as well as in 
academic instruction and in student living is being re-emphasized today. 


The great emphasis on the authority of the matron in the Nightingale plan 
of education was a necessary and constructive step. Strongly entrenched 
traditions of the past were difficult to live down and a proper degree of centrali- 
zation of authority in the hands of the matron or superintendent of nurses was 
obtained only through long and persistent emphasis on the point. How significant 
has this great stress on the authority of the matron been in perpetuating the 
autocratic administration of schools of nursing and in delaying the development 
of school faculties as responsible bodies in schools of nursing ? 


The personal qualities of the nurse. 


“T do entirely and constantly believe that the religious motive is essential 
for the highest kind of a nurse.” “ Personal moral qualities—trustworthiness, 
patience, a firm kindness, sound judgement, and wise devotion for the work’s 
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sake, all qualities of the head and the heart—are the absolutely necessary com- 
plement to the technical part.”! In these and many similar statements Miss 
Nightingale reiterated her beliefs in the importance of the personal qualities of 
the nurse and of her sense of vocation and devotion. This belief led her to 
place emphasis on the careful selection of individuals for the school, on the 
residence which was their home, on the influences under which they came while 
in the school. In the light of present day emphasis on personal guidance and 
counselling, it is very interesting to reflect that the first new position to emerge 
(1872) after the establishment of the Nightingale School was that of “ Home 
Sister,” originally designated as assistant superintendent or as “an assistant 
to take charge, under the matron, of domestic arrangements of the home and 
conduct improvement classes.” ! This position combined the duties of counsellor 
and teacher. Not until after 1900 did the position of assistant matron and that 
of sister tutor emerge as separate from the position of home sister in the Nightin- 
gale School, but emphasis on personal qualities of the probationer was always 
given a place of importance. This influence had a continuing effect on nursing 
education which is still felt today. At times, however, it has been only super- 
ficially interpreted, or at another extreme, has tended to displace actual sound 
content of instruction. 


There is no doubt of the fact that as a result of Miss Nightingale’s work, 
nursing began to attract individuals of a very much higher purpose and quality 
than were found in nursing in the century preceding her time, with the exception 
of some of the women in religious orders. One cannot help but wonder, how- 
ever, at the continued emphasis placed upon submissive qualities although this 
no doubt reflects the long hard pull in these years to find suitable candidates. 
The published “ Duties of Probationers under the Nightingale Fund” in 1861 
and thereafter contained the statement: ' 

“You are required to be 
Sober 


Honest 

Trustful 
Trustworthy 
Punctual 

Quiet and orderly 


Clean and neat”! 


In 1877 three words were added: “ Patient, cheerful, and kindly.” These 
qualities were frequently the ones perpetuated in nursing. If later schools 
which were influenced by Miss Nightingale had gone back to her philosophy 
and principles rather than repeating so literally the form in which her ideas 
were first carried out, would these qualities have so monopolized the picture ? 
If her philosophy had been followed, would there not have appeared more 
qualities such as originality, leadership, and initiative ? 
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The status of those who completed the course. 


Those who completed the course were self-supporting and without the formal 
ties such as earlier nurses had had to religious orders. From the economic 
standpoint this was a definite break with the motherhouse system which had 
preceded it, but not so definite a break as appeared in some other countries in 
which schools on the Nightingale pattern were developed and which 
unlike the Nightingale pattern made no requirement that the nurse obtain her 
appointments through her school. The important influence of the Nightingale 
pattern was the establishment of nursing as a self-supporting career in which 
women could be self-respecting outside the home. 

Miss Nightingale had a marked influence on nursing education which can 
be identified both in her own period and in subsequent years, both in Great 
Britain and in other countries. Along with her influence came many other 19th 
century influences which were associated with the Nightingale pattern of nursing 
schools but which when checked against Miss Nightingale’s philosophy and 
principles of operation can hardly be regarded as her influence. 
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Seventh World Health Assembly 


Reprinted by courtesy of WHO from the Chronicle of The World Health Organization 
Vol. 8, No. 7-8. 


The Seventh World Health Assembly, which met in Geneva from 4—21 May, 
1954, was attended by representatives of 67 Member States and 4 Associate Members. 


Dr. Joseph N. Togba, Director-General of the National Health Service, Liberia, 
was unanimously elected President of the Assembly. Dr. Togba pointed out in his 
presidential address that to the best of his knowledge “this is the first world-wide 
organization which has a true African as its President,” and interpreted the gesture 
of the Assembly in electing him to its highest office as evidence that in WHO “the 
concept of democracy is being translated into action without regard to size or develop- 
ment of country, to race, to colour, or to creed.” 


At the time of the Seventh World Health Assembly’s mecting in Geneva, the 
Palais des Nations also saw the opening of the important political conference called to 


24 INTERNATIONAL Nursinc REVIEW 


discuss a peace settlement in Korea and Indo-China. “There is a deep symbolic 
significance,” Dr. Togba said in his presidential address, “ in the fact that this session 
of our Assembly coincides with the holding of the Asian Conference in this same 
Palais des Nations. I am sure that this remarkable coincidence will heighten in all 
of us our sense of responsibility by further underlining the role our Organization can 
and must play in the creation of a secure world .. . . A really sincere rapprochement 
between the now divided parts of the world should undoubtedly bring our Organization 
closer to the goal of universal membership, which is an indispensable condition for 
the success of our long-range programme. Furthermore, it can reasonably be expected 
that a substantial relief in international tension would also alleviate the tremendous 
economic burdens all nations now carry as a result of ever-increasing armaments. 


“Each country would then at last be able to devote a great proportion of its 
national revenue to constructive purposes, and the improvement of health can surely 
be considered as a fundamental factor in the raising of the general welfare of the 
people. 


“It is precisely this close relationship between health and prosperity which 
defines the role an organization like WHO must play and the responsibilities it must 
assume in the cause of peace. If, indeed, it is true that any success met in this renewed 
attempt to bridge the political gap separating West and East will directly benefit the 
work of WHO, it is equally true that each step we take together towards the betterment 
of world health is also part of our search for world peace. Indeed, recent history 
has shown us that on the national as well as the international level any advance made 
in the political field is nullified unless accompanied by similar advances in the social 
and economic fields... 


: “ Thus the task which lies before this Assembly is far greater—and of far greater 
import—than just to make another move against any particular disease or even a 
group of diseases. Within our own particular sphere of action, we have to restore 
the confidence of the growing number of people who despair of man’s ability to take 
his destiny in his own hands, and to use the marvellous gifts of his brain for his good 
instead of his destruction. We have to prove to the people of the world that whatever 
geographical, political, religious, social, or economic group they belong to, they can 
solve their problems not in terms of what they believe is best for their individual 
countries, but only of what will benefit the world as a whole... .” 


The Assembly elected the following three Vice-Presidents: Dr. Y. Bauji (Lebanon), 
Sir Claude Corea (Ceylon), and Dr. F. Hurtado (Cuba). Dr. E. J. Aujaleu (France) 
was elected Chairman of the Committee on Programme and Budget, and Dr. M. Jafar 
(Pakistan), Chairman of the Committee on Administration, Finance, and Legal Matters. 


As every year, before discussing the new programme and budget and various 
other technical, legal, and administrative questions, a general discussion was held on 
the Director-General’s report on the activities of the Organization during the preceding 
year." In presenting his Annual Report to the Assembly, the Director-General 
opened the discussion by stating: 
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“In the first place, I wish to give you my views on the idea of regionalization 
itself. This was talked about, in fact talked about a great deal, some years ago. There 
were those who thought that a young organization like ours could not afford such a 
luxury. Others did not wholly subscribe to the principle itself; they feared that, in the 
long run, regionalization might destroy the world character of the Organization, that 
is to say, the very spirit which had led to its creation. I do not hesitate to assert today 
that the experience of these past five years has fully justified the views of those who 
favoured the most extensive decentralization. Having worked as long at headquarters 


as in one of our regions, I for my part am firmly convinced that most of the results 
we have obtained we owe to decentralization . 


“ This is obviously not the place to describe in full detail all that we accomplished 
in 1953 or propose to carry out in the coming year. However, generally speaking, I 
have every hope that, thanks to the means at the disposal of headquarters and of the 
regional offices, the various countries can count on WHO to an increasing extent to im- 
prove their epidemiological services, without which they would be unable to protect 
their people against the outbreak of epidemics; to develop their vital-statistical services, 
which enable them to estimate the extent of the problems they have to face; to inform 
them of the progress being made every day in medical science; and finally to help 
them to benefit from improvements in technique. 


“In the coming years, we shall continue to create and develop rural health 
services in collaboration with the governments. We shall arrange conferences, 


seminars or other meetings which cannot fail to prove valuable. This will be done not 
only on the national level, but also regionally, so as to ensure the co-operation of all 
countries whose problems are closely related. We shall also make it our duty to help 
as far as possible in improving environmental sanitation. In this aspect of sanitation, 
to which we are constantly devoting more attention, the fundamental problem is, as 
you are aware, the training of qualified staff. We also hope to foster, in close collabora- 
tion with governments, the operation of vast campaigns against endemic diseases. 
We know these diseases like old enemies; we know what should be done to combat 
them effectively. Let us mobilize all possible resources for this purpose... .” 


During the general discussion which followed the introductory remarks of the 
Director-General, delegates from many countries expressed general satisfaction with 
the work of the Organization, and offered suggestions for possible new developments 
and criticism on certain programmes being carried out by WHO. A complete account 
of these discussions will be found in No. 55 of the Official Records of the World Health 
Organization, which is expected to become available in October of this year. 


PROGRAMME AND BUDGET 


The unforeseen and severe cuts in the funds available for activities carried out 
under the technical assistance programme confronted the Seventh World Health 
Assembly with financial problems of a greater magnitude than perhaps any other 
preceding Assembly. The basic question before the delegates was whether to increase 
the budget of the Organization to enable it to fulfil all its commitments, and thus live 
up to the expectations of each Member government, or to reduce certain activities, 
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valuable as they might be, in order not to increase the burden of the financial contri- 
bution of all Member States. 


“. . .. We have reached a real turning point in the history of WHO,” the 
Director-General warned the Assembly in plenary session. “Through the force of 
circumstances we first passed through a stage of emergency measures, and then 
through that of improvising short-term programmes. We have now arrived at the period 
when WHO is fully equal to the task for which it was actually created. I mean by that 
that the moment has finally come where we can only regard our action in the form of 
long-term programmes, thoroughly and accurately prepared. This implies continuity 
in the programmes, and thus security as regards funds. And that brings me to the 
most important problem we have to face: the problem of the budget. You are aware 
of the prolonged and extremely serious financial difficulties which we had to surmount 
recently. The crisis occurred because we were suddenly deprived of the indispensable 
means of financing a programme that was continually expanding. We counted on 
receiving certain funds and we were disappointed. At the same time we came within 
an ace of losing our most precious possession: the confidence of governments in the 
Organization’s ability to fulfil its engagements. This situation, Mr. President and 
delegates, must not occur again. I told you a few moments ago that we have long 
since passed the stage of improvisation, of hasty and limited measures, to enter into 
a period of action carefully and deliberately thought out. We should now be able to 
dispose of the means to carry out the policy we have chosen. WHO cannot place its 
work on a solid and durable foundation if a part of its world-wide programme has to 
depend on resources which may or may not be forthcoming. 


“A heavy task has been entrusted to this Organization, one requiring a long 
time for its accomplishment. What do the past few years signify in comparison with 
what lies before us? Very little indeed. We must think in terms of WHO's future. 
WHO should be able to contemplate with confidence the magnitude of the task it has 
to accomplish. What WHO needs is, in short, the means to achieve full development. 
That is why, while the bitterness caused by our very recent difficulties is still fresh in 
our minds and while we are conscious of the danger that we may again have to say 
‘no’ or ‘ wait’ to urgent appeals, I ask that our budget for 1955 be increased. WHO, 
I, repeat, cannot be left dependent on uncertain resources... . 


“The basic issue,” concluded the Director-General in presenting his budget to 
one of the main committees of the Assembly, “is simply whether, at this crucial 
moment of WHO’s development, the Organization will be given the financial resources 
it must have if it is to discharge adequately the responsibilities the people of the 
world, through their governments, have assigned to it... I consider the programme 
of work for 1955 . . . realistic . . . from all points of view... This is so because 
we have undoubtedly overcome the three main obstacles which, during its formative 
years, made it difficult for WHO to give full scope to its activities. 


“Today you have an organization with a sound structure, both at headquarters 
and in the regions. Today your organization can command the services of people 
who are not only highly qualified in the various branches of public health, but who 
also have a clear understanding of the problems of international life. Today, too, we 
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have at our disposal, as a result of six years’ experience, a set of techniques and 
methods incorporated in WHO which can be used for the betterment of world health 
in the most effective and most economical way .. . 


“ During the years 1953 and 1954, we had to postpone a total number of one 
hundred and seventy-six projects requested by governments, involving a total expen- 
diture of three million, three hundred thousand dollars. The value of the services 
lost to our Member States can be judged by the fact that, of these one hundred and 
seventy-six projects, eighteen related to maternal and child health, thirteen to tuber- 
culosis, twelve to endemo-epidemic diseases, forty to public health administration, 
etc... This drastic curtailment of our programme . . . was due to the considerable 
decrease in the amount of cash expected to be available under the Expanded Pro- 
gramme of Technical Assistance as compared with the amounts WHO had at its 
disposal from this source in the preceding two financial periods .... ” 


THE PROGRAMME 


The need to reduce expenditure gave delegates an opportunity to distinguish 
between what they considered the indispensable activities of WHO and those which 
could be classified as secondary. 


Most delegates agreed that one of the most valuable activities was the training 


of medical and para-medical personnel. In this connection, the United States dele- 
gation observed that there was a tendency to give more and more specialized training 
to public health personnel; the delegation inferred that there was as serious a 
shortage of men of broad background and capabilities as of specialists. Persons of 
really wide training could define the problems existing in a given zone before projects 
for that zone were organized. The delegate of Venezuela also thought it preferable 
to train a large number of administrators capable of seeing problems as a whole, 
rather than specialists. 


A number of delegates felt that the award of fellowships was one of the most 
practical ways of providing for the training of personnel. The delegates of India, 
Thailand, and Yugoslavia pointed out, however, that fellowships would be still more 
valuable if they made it possible for candidates to be trained in their own countries 
rather than abroad. A number of other suggestions were made in connection with 
the training of personnel: experts on missions should take advantage of their stay 
in a locality to train others in their speciality; health demonstration areas should 
be used for the instruction of personnel from other areas with similar health problems; 
medical missions should be more frequently organized, should be of at least six 
months’ duration, and should provide training in a number of places. 


The representatives of the underdeveloped countries and the directors of certain 
regional offices considered that the most important task was the control of communi- 
cable diseases, together with improvement in environmental sanitation—which forms 
the basis of any such control—and the health education of the people, without which 
no environmental sanitation programme, however good, could succeed. In their opinion, 
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WHO should concentrate its efforts on these activities instead of dispersing them over a 
number of secondary activities. No one, of course, underrated the difficulties involved. 
In India, for example, where a vast environmental sanitation programme was about to 
be started with the assistance of the United States Foreign Operations Administration 
(USFOA), there was a shortage, not of personnel, but of equipment; large capital sums 
were needed which the international organizations could not provide. Another diffi- 
culty was that the primary importance of sanitation was not always understood, and in 
some of the requests for assistance addressed to WHO it was sometimes forgotten that 
sanitation was the first step in the control of communicable disease. At the end of the 
discussion on this subject, the Assembly decided to request the Executive Board and 
the Director-General to seek the best means of drawing the attention of Member 
States to the role of environmental sanitation and to the assistance which WHO could 
give them in this field. 


Several delegates expressed the view that WHO should disseminate more infor- 
mation on medical and scientific problems, in particular the results of international 
seminars and other meetings of experts. It was also considered that more effort 
should be made to promote scientific research and even to participate in such work. 
The United States delegate cited two examples of fields in which research could be 
carried out which would be valuable from the point of view of world health. One 
was the preparation of compost, which would avoid the loss of indispensable nutritive 
elements in poorer countries; and the other the effect of sunlight on sewage, stimulating 
the formation of algae particularly rich in proteins and fats, which could serve as 


a food for fish and other animals on which man depended. WHO would generally, 
although not necessarily, confine itself to investigations into the practical application 
of laboratory discoveries. The Assembly invited the Member States which were 
in a position to carry out research to collaborate with WHO in research programmes 
of importance to international health; it also requested the Director-General to main- 
tain close contact with other specialised agencies concerned with research work in 
the medical and sanitary fields. 


Delegates requested that special measures be taken against certain diseases, 
particularly smallpox. There were some discussion on the desirability of extending 
compulsory vaccination. Delegates described the situation with regard to the 
prevalence and control of smallpox in their own countries, In general, it was agreed 
that there was a need for further research on this question. The Assembly requested 
the Director-General to continue to study the best means of controlling smallpox, 
especially in countries where the disease is endemic, to ask health administrators to 


organize smallpox campaigns wherever the need arose, and to give them every possible 
assistance in such activities. 


Delegates of a number of European countries—Luxembourg, the Netherlands, 
Norway, and Sweden—considered that poliomyelitis should come high on the list of 
priorities; they felt that the method evolved by Professor Lassen in 1952 represented 
a real therapeutic advance and that it should be taught under the auspices of WHO 
before further devastating outbreaks occurred. The Swedish Government invited 
the Regional Office for Europe to study the possibility of organizing teams which 
would give courses on the treatment of respiratory paralysis to physicians and nurses 
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and would be at the disposal of the Regional Office for the rapid training of personnel 
in countries attacked by serious epidemics. In spite of insistence by several delegates 
on the necessity for immediate action, the decisions will have to be taken by the 
Regional Committee when it reviews its programme in September, 1954. This meeting, 
in fact, coincides with that of the International Congress on Poliomyelitis in Rome. 
According to the Netherlands delegation, the Regional Committee should then at once 
begin organizing a course on the treatment of poliomyelitis, the practical work being 
entrusted to a team formed as suggested by the Swedish Government. 


The question of cancer was raised by the French delegate, who felt that WHO 
should not confine its attention, as at present, to the notification of cases of cancer 
and their statistical presentation. Investigations should be undertaken into the real 
incidence of cancer in the various parts of the world, in particular on the causes of 
cancer in regions in which living conditions were very different from those in the 
more developed countries; to date, investigations had been concerned exclusively 
with the latter. Why, for example, was cancer of the liver so frequent in certain 
regions of Africa and Asia? The representative of the International Union against 
Cancer was also of the opinion that such surveys would provide extremely valuable 
etiological data; he felt that very few bodies were as well placed as WHO for carrying 
out this type of work. 


During the debate on the budget, the Director-General had stated that the projects 
planned for 1955 had already been screened and that not one of them could be sup- 
pressed without serious consequences. The discussion on the programmes seemed to 
show that after examination of WHO’s présent activities delegates also felt that none 
could be dispensed with. A very few projects were considered by certain delegates to 
be of secondary importance: the recruitment of a hospital architect and of a 
consultant on forensic medicine; the creation of a rehabilitation centre; and the 
holding of a mental health seminar. On the whole, although they were against any 
expenditure they considered excessive, the delegates were still inclined to suggest 


new subjects for projects, thus demonstrating their wish to see a continual widening 
of WHO’s field of activity. 


DECISIONS 


The most important decisions taken by the Seventh World Health Assembly are 
the following: 


The Assembly fixed the WHO regular budget for 1955 at $9,500,000; this sum 
represents an increase of $1,000,000 over the 1954 budget but is $800,000 less than 
the amount proposed by the Director-General. 


The WHO programme remains generally the same,} but it is proposed that the 
Organization’s activities be intensified in the fields of environmental sanitation and 


bi 4 oie description of the proposed programme for 1955 witli be found in Off. Rec. Wld Hlth 
g., 50. 
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poliomyelitis, and that increased attention be given to the international co-ordination 
of research into health problems. WHO will also endeavour to improve smallpox 
control, particularly in countries where this disease is still endemic. The rules 
determining the choice of international non-proprietary names for drugs are to be re- 
examined; and the Eighth World Health Assembly will carry out a revision of those 
articles of the International Sanitary Regulations which refer to the delineation of 
yellow-fever endemic zones. 


The Assembly established a procedure which should enable the Regional Com- 
mittee for the Eastern Mediterranean to meet this year. In spite of the division of 
the Regional Committee into two sub-committees, it was not possible to arrange any 
meeting last year. The Assembly decided that each Member State of the Region may 
sit in the sub-committee of its own choice; that although voting rights will be accorded 
in only one of the sub-committees, Member States may take part in the deliberations 
of both. The Assembly hopes that some Member States will join both sub-committees 
in order to strengthen the work of WHO. Each sub-committee will decide on its own 
rules of procedure, and each will appoint a person to meet with the Regional Director ' 
in order to harmonize the decisions of the sub-committees. Both sub-committees will 
have the same agenda, which may deal with matters affecting any part of the Region. 


The Federation of Rhodesia and Nyasaland was admitted as an Associate Member 
of WHO. 


The Assembly maintained the number of seats on the Executive Board at 18, 
rejecting a proposal that had been made to increase the number to 24 in view of the 
increase in the number of Member States—which is now 84—and in order to ensure 

- wider geographical representation. 


Six Member States were elected by the Assembly to designate a person to serve 
on the Executive Board, replacing those whose mandate expires this year. The six 


States in question were: Burma, Chile, France, Japan, Saudi Arabia, and the Union 
of South Africa. 


The Assembly awarded the Léon Bernard Foundation Prize to Professor Jacques 
Parisot (France), and the Darling Foundation Prize to Dr. G. Robert Coatney (U.S.A.) 
and Professor G. MacDonald (England). 


As a further step towards the adoption of Spanish as a working language, it was 
decided that the Official Records and reports of expert committees will be issued in 
Spanish as well as in English and French. 


Finally, the Assembly decided that the Eighth World Health Assembly will be 
held in Mexico, accepting the invitation of the Mexican Government, which will bear 
all the extra costs of holding a session away from headquarters. 


i 
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REPORT 


following a visit by the Executive Secretary of the ICN to Japan and Korea, in 
April/May, 1954. 


JAPAN 
Some Facts Aspout JAPAN 


The Japanese Empire consists of four large and many small islands; it covers 
a total area of 368,480 square kilometres (14,227 sq. miles) and has a population of 
approximately 86,400,000. The birth rate in 1952 was 23.3 per thousand, and death 


rate 8.9 per thousand (the lowest ever recorded). The capital city is Tokyo, with a 
population of approximately 6,330,000. 


Following the Peace Treaty which came into force in 1952, Japan assumed her 
status as a sovereign and independent power. 


Japan is said to be the most highly industrialized nation in the Far East, and is 
also comparatively rich in mineral resources. Owing to the mountainous nature of 
the country and the fact that there are 60,000,000 acres of forest, not more than one- 
sixth of this area is cultivated. Only 7,000,000 acres are available for the growing of 


rice, although this is the staple food of the people. The size of the population avd 
present inability to grow sufficient food for its sustenance, therefore comprises one of 
Japan’s most urgent problems at the present time. 


Nursinc History 


The first Nursing Schools in Japan were established in Tokyo in 1884 and in 
Kyoto in 1886, both through the efforts of American Nurses. Other Schools followed, 
i.e., in 1889 when the Tokyo University Hospital started to conduct a Nursing School; 
in 1890 with the establishment of the first Red Cross School in conjunction with the 
Red Cross Hospital in Tokyo, and in 1904 with the opening of St. Luke’s Hospital and 
Nursing School. Up to that time, there was no standardization of nursing curricula; 


but registration of midwives was established in 1899, of nurses in 1915 and of public 
health nurses in 1945. 


During the recent war, nursing education suffered from curtailment in time and 
content, and by 1945 many hospitals and schools of nursing in the principal cities 
had been destroyed or damaged. In 1945, a Nursing Education Council was organized, 
with the guidance and help of American nurses then resident in the country, with 
representation upon it from the Ministry of Education, the Ministry of Health and 
Welfare, the National Association of Nurses, and doctors and nurses representing 
various Schools of Nursing. As a result of the activities of this Council, a National 
Law for Nurses (including Public Health Nurses) and Midwives was passed in 1948, 
and with certain amendments still governs the various trainings as now carried out. 
In 1948 also, a Nursing Affairs Section, under a Chief Nurse, was established in the 
Medical Affairs Bureau of the Ministry of Health and Welfare, with a full time staff 
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of 15 persons, of which four are nurses and two are midwives. The Nursing Affairs 
Section is responsible for the registration of nurses and midwives, for the practice 
of nursing and midwifery, and for the supervision of Schools for the training of 
nurses, midwives and public health nurses. All Schools are officially accredited jointly 
by the Ministry of Education and the Ministry of Health and Welfare. 


Basic Nursinc EDUCATION 


Basic nursing education in all schools is now of three years duration, and for 
the whole of Japan there are at present 153 accredited Schools of Nursing. All 
students must have had 12 years of general education prior to their admission. The 
curriculum of the schools is kept under constant revision by the Nursing Affairs Section 
and an attempt is being made to integrate the principles of public health and the 
social aspects of medicine into the three year curriculum. 


Pusiic HEALTH NursING 


A minimum of six months preparation (following basic nursing education) is 
required in order to practise public health nursing, and there are at present 21 
Schools for this special preparation. In most schools the course is of eight months 
duration, although it has been extended to 12 months in some schools. There are 
approximately 12,000 public health nurses in active work, the majority being employed 
in Health Centres, of which there are 752 throughout the country. 


MIDWIFERY 


Training for midwifery has (since the Law of 1948) been a post-certificate course 
following basic nursing education. All midwives entering the midwifery profession 
since that date therefore, are required first to be qualified nurses. There are at present 
10 Schools of Midwifery and the minimum length of midwifery training is, by law, 
six months, although in most schools a course of not less than twelve months is 
required. There are approximately 54,400 active midwives practising in Japan, and 


they are responsible for approximately 90% of all deliveries, of which 85% are home 
deliveries. 


AssIsTANT NURSES 


In 1952, a two-year-training, following nine years of general education, was 
established by law for assistant nurses and there are already 380 training schools for 
assistant nurses functioning throughout the country. This is constituting a new and 
alarming problem, for although it has to be recognized that there are insufficient 
professional nurses, qualified by basic nursing education, for the needs of so large 
a population, nevertheless the number of assistant nurses available for practice in 
1954 (most of whom have entered schools for assistant nurses at the age of 16 years 
or in some cases, less) need a proportionate number of professional nurses qualified 
to supervise them. At present, Japan lacks adequate numbers of suitably prepared 
administrative and supervisory personnel to undertake this tremendous task, and this 


is causing the Nursing Affairs Section and the Professional Nurses’ Association much 
concern. 
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Post-GRADUATE NuRSING EDUCATION 


In addition to post-certificate courses in Public Health Nursing and Midwifery, 
the Institute of Public Health (established by a donation from the Rockefeller 
Foundation in 1938) conducts the following courses for nurses: — 


1. For public health nursing Instructors—one year. 
2. For clinical nursing Instructors—seven months. 


Plans for a course for Instructors in Schools of Nursing, are in preparation. 


The National Headquarters of the Japanese Red Cross also conducts a one-year course 
for Head Nurses and Supervisors. 


Refresher and special educational courses are also organized by the Nursing 
Affairs Section of the Ministry of Health and Welfare, and these are kept constantly 
under review according to the most urgent needs. 


THE JAPANESE NursiING ASSOCIATION 


When the Japanese Nursing Association was first founded, it was in fact as three 
separate organizations, of clinical nurses, public health nurses and midwives, the 
activities of which were only loosely co-ordinated into one Association. The Associ- 
ation, as such, was admitted into full membership with the ICN in 1933, was inactive 


during the war years, was re-organized in 1948, and under a revised Constitution 
re-admitted to the ICN in 1949. 


The present membership of the Association is approximately 80,000 and is still 
constituted in three active sections—i.e. clinical nurses, public health nurses and 
midwives. It has an adequate and dignified Headquarters in a two-storey house built 
in 1952, and paid for by the nurses themselves. Here, the day to day business of the 
Association is transacted under the guidance of a full time Executive Secretary, who 
is a nurse. The Nursing Journal ‘ Kango’ has its own full time Editor. Here also, 
are adequate facilities for the holding of Board and Committee Meetings. The Rocke- 
feller Foundation has made a substantial contribution towards the furnishing and 


equipping of two rooms as a Library. The purposes of the Association, as quoted in 
its Constitution, are as follows: — 


“The aim of this Association shall be to promote mutual friendship and welfare 
among the midwives, clinical nurses and public health nurses by self-government 
of the members, and at the same time to help raise professional ethics, to study 
general education and professional education in midwifery, nursing and public 


health, to spread guidance to the people, and by so doing to contribute to the 
elevation of public health.” 


The Association is governed by a Board of Directors which meets twice a year 
and is composed of the Officers, together with 15 delegates (each Section nominating 


five delegates). The Chairmen of the main Sections are automatically Vice-Presidents 
of the Association. 
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In addition to the main Sections, each prefecture (of which there are 46 in Japan) 
has the same three Sections—i.e. of clinical nurses, public health nurses and midwives, 
the activities of which are co-ordinated by the three main sections over which is the 
Board of Directors of the Association. Prior to the recent Annual Meeting in April, 
1954, a Branch Association existed in each prefecture, these Branches having now been 


abolished with the object of giving more responsibility and more scope for action, to 
the Sections themselves. 


MEETING OF THE Boarp OF DIRECTORS OF THE JAPANESE NuRSING ASSOCIATION 


On April 16th, the Board of Directors met in the Conference Room at the 
Association Headquarters. An Address of Welcome was given by the President after 
which, as ICN Executive Secretary, I was asked to address the Board. This I did, 
bringing greetings from the Honorary Officers and from the Headquarters of the 
ICN and explaining briefly the purpose of my visit. The business of this meeting, 
which continued from 10.00 hours until approximately 18.00 hours, was conducted in 
a most businesslike manner and there was an animated discussion. I was provided 
with an interpreter, and translations in English of all Committee Reports. The 


following Reports, prior to their presentation at the Annual Meeting, were presented 
to the Board of Directors: — 


1. By the President, on Meetings of the Board of Directors during the past year. 


2. By the Executive Secretary on the general affairs of the Association as conducted 
from the Association Headquarters; these included arrangements which had been 
made for educational programmes through lecturers sent to Branches, through 
Sectional Study Meetings and through articles in ‘Kango.’ This Report also 
listed the Meetings which had been held at Headquarters of the Board of 
Directors, of Committees, of Committee Chairmen and of Branch Presidents. 
Items of international news were included in the Report, such as a reference to 
the ICN Meetings in Brazil and correspondence with a number of ICN Member 
Associations. The whole Report was a constructive document giving evidence 
of steady work on the part of the Executive Secretary and the Headquarters Staff. 


By the Treasurer, giving an account of income and expenditure over the past 
year together with the presentation of a Budget for 1954/55. 


Reports were also presented by the Chairmen of the following Committees, prior 
to their presentation at the Annual General Meeting on the following days: — 


Finance; Membership; Programme (for 1954 Annual Meeting); Arrangements 
(for 1954 Annual Meeting); Education; Constitution and By-Laws; Nominating; 
Scholarships; Establishment and Management (in connection with Association 
Headquarters); Nursing Law (i.e., to keep the terms of the Present Nursing Law 
constantly under review); Welfare (for sick benefit); Investigation (for the 
making of studies and surveys of nursing conditions); Commendations (for the 
awards of citations for long and distinguished service); Private duty nurses. 
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The Chairman of each Section then reported on Section activities during the past 


year and these reports were then followed by a general discussion of the whole Agenda 
for the Annual General Meeting. 


ANNUAL GENERAL MEETINGC—JAPANESE NursiInGc ASSOCIATION 


The Annual General Meeting was held in Tokyo and opened at 09.00 hours in 
the Memorial Hall (a large circular auditorium normally used for wrestling). Between 
3.000 and 4,000 members of the Association attended. 


Proceedings opened with an Address of Welcome by the President, and also by 
the President of the Tokyo Branch. Greetings were then extended by the Minister of 
Health and Welfare, the Mayor of Tokyo, a representative of the Ministry of Labour, 
the Executive Secretary of the ICN and Miss Virginia Ohlson, Nursing Advisor of the 
Rockefeller Foundation. 


Reports were then read of Meetings of the Board of Directors followed by Reports 
from the Secretary and Treasurer, Reports of all Standing and Special Committees 
and Reports from each Section. Animated discussion took place on suggested amend- 


ments to the Constitution and By-Laws of the Association and on the programme and 
Budget for 1954. 


The following “ Platform for 1954” was read aloud and accepted unanimously : — 
We will observe the “ Public Health Nurse, Midwife and Nurses’ Law.” 


We will help to elevate the educational standards for Public Health Nurses, 
Midwives and Nurses and recognizing the importance of technical education 
we will endeavour to fulfil this responsibility. 


We will endeavour to put into practice the professional ethics of Public Health 
Nurses, Midwives and Nurses and strive to perfect the nursing programme. 


We will try to elevate the working conditions of Public Health Nurses, Midwives 
and Nurses. 


We will strive to increase the membership in order to strengthen and develop 
our Association. 


In order to strengthen our Association we will always endeavour to Study and 
uphold the Constitution and By-Laws. 


We will endeavour to improve and enlarge the Association Headquarters 
Building and to construct a dormitory. 


We will proudly uphold our qualifications as an active member of the “ Inter- 
national Council of Nurses” and will try to improve the position of nursing in 
the world and so contribute to the welfare of humanity. 


| 
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The following days of the Annual Meeting were occupied as follows: — 


April 18th. All day Meetings in Sectional Groups—i.e., clinical nurses, public health 
nurses and midwives. At these Meetings new regulations were drawn up for the 
general conduct of affairs and plans agreed for future Section activities. I attended 
some part of all Group Meetings and gave an Address at each. 


April 19th. Final Business Meeting at which representatives from each Section 
Meeting gave a Report and this was followed by a Closing Address from the President. 


In the afternoon, special Study Meetings were held in four groups to discuss the 
following subjects: — 


Pediatric nursing; chronic disease nursing; health education; nursing service 
and society. 


EVALUATION MEETING 


On the day following the Annual Meeting, a Meeting of the Officers and Section 
Chairmen was called at the Association Headquarters to discuss the general conduct 
of the Annual Meeting and to suggest improvements for the future. At this Meeting, 


I was given an opportunity freely to express my views and I made the following 
points: — 


1. The general arrangements had been excellent. All delegates and members 
attending the Meetings were supplied beforehand with Committee Reports and 
so could without difficulty follow the business and enter into the discussions. 
I expressed special appreciation of the help accorded to me personally by 
receiving all Reports in English and having the services of an excellent interpreter. 


The Meeting had been conducted by the President who was officiating for the 
first time in this capacity, in a dignified and constitutional manner. 


There had been free discussion and obvious interest in the affairs of the 
Association and knowledge of its activities on the part of the members present. 


Committee activities as instanced by the Reports were most commendable and I 


complimented them particularly upon their welfare scheme, and educational 
activities. 


GENERAL OBSERVATIONS ON NuRSING CONDITIONS IN JAPAN 


Until recently, the administration of nursing service in all Hospitals has been the 
responsibility of the Hospital Director (usually a doctor) or the Business Manager 
(a lay official). Nurses have worked mostly in Out-patients’ Departments while almost 
all in-patients have been cared for, day and night, by a member of their family. or by 
an attendant employed by themselves. This so-called “ family ” system still prevails 
to some extent, more especially in Hospitals in rural areas. The Head nurse in the 
wards assists the doctor and helps with the examination of patients. It is the nurse’s 
chief function to take temperatures, give medicines and serve meals. There is little 
appreciation of the advantages of expert bedside care, and opposition on the part of 
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doctors to the advancement of nursing on a true professional basis. In consequence, 
although a good standard of theoretical education is laid down for Schools of Nursing 
and already carried out in most Schools, clinical experience is lacking and it is 
difficult for students to carry out in practice what they have been taught in theory. 


The following extracts, which are enlightening, are quoted from a Report on 


Nursing and Midwifery in Japan, published in 1953 by the Nursing Affairs Section 
of the Ministry of Health and Welfare: — 


“ One may wonder why the efforts of modern nursing did not succeed in Japan. 
It becomes more understandable with a study of the social background of women. 
It was generally accepted that the status of women should be lower than that of 
men. In the feudalistic society which existed, women were dependent on men due 
to a long influence of Confucianism which held women in contempt; such 
attitudes towards women were established by order of the ruling class. Women, 
therefore, were never engaged in business or given an active part in society. 
Girls of good families were brought up under strict supervision in the home. 
It was only a strong compulsion that caused a woman to follow a career, and 
this was commonly considered to be so shameful that everyone tried to keep 
it a secret. Occasionally, some ambitious girls chose nursing because of a 
desire to become independent and self-supporting. Professional education, 
however, was not considered necessary to their preparation, 


Medical practitioners belonged to the ruling class in society. Therefore, 
relations between the medical practitioners and nurses were naturally as those 
between rulers and their subordinates. 


Such a social background hampered the improvement of the social status of 
nursing as a profession. As medical education has developed its social level 
has been raised, while nursing has been at standstill. Even now, when women 
are being afforded greater privileges, the public is slow to recognize nursing 
as an intellectual profession. Society only is not to be blamed for this 
indifference; nurses themselves are at fault. They must become more conscious 
of their responsibility in helping the public to recognize the values of nursing 
profession and therefore improve its social status.” 


From the above, it will be understood that professional nursing in Japan makes 
slow progress. Nevertheless, conditions are gradually improving; nurses with post- 
graduate qualifications to teach and supervise are being appointed as Educational 
Directors in the Schools, and in some instances it has been possible to appoint clinical 
nurse Supervisors, to try to improve the students’ clinical ward practice. Gradually 


also, the nursing service department of Hospitals is coming more directly under the 
control of nurses. 


Some of the most urgent needs in Japan, so far as I could understand them, 
might be listed as follows: — 


1. A greater degree of knowledge and understanding on the part of the general 
public, the medical profession and the Government, of the place of the nurse in 


INTERNATIONAL Nursinc REVIEW 


society ; the true meaning of “ nursing ” as applied in Hospital, home and clinic, 
and the essential contribution the nurse can make to the health services and 


health standards of the country. 


2. Increased facilities to enable the nurse to fill her proper role in all fields of work, 
including opportunities for advanced studies and experience. 


A raising of the professional, economic and social status of nurses as true 
members of a profession. 


The appointment of qualified Nursing Instructors in all Schools of Nursing, of 
Nurse Administrators in all departments of nursing service, and of clinical 
Supervisors for the instruction and supervision of student nurses. 


The provision of visual aids, and of nursing texts in Japanese, with (possibly) 
the award of Scholarships, so that Japanese nurses may have the time and 
facilities to write nursing texts in their own language, or to translate suitable 
texts into Japanese. 


CONCLUSION 


Because of the importance of attending the Annual Meetings and the time spent 
on discussions arising out of them, there was less time than had been anticipated for 
visits to Hospitals and other institutions. I visited in all, five hospitals and four 
Nursing Schools, the Institute of Public Health and the Headquarters of the National 
Red Cross. I addressed eight formal Meetings, had many individual conferences and 
gave a number of informal talks to gatherings of graduate and student nurses. 


For all the arrangements made and for generous hospitality, I would like to place 
on record my personal appreciation and gratitude. Everywhere I went, I was accorded 
the greatest courtesy and kindness all of which contributed to the value, as well as to 
the enjoyment of the visit. 


The Preamble to the ICN Constitution requires us to act on the belief that “ the 
profession of nursing will be advanced by greater unity of thought, sympathy and 
purpose.” A letter recently received from two young Japanese nurses seems to stress 
simply and eloquently, the truth of these words and the essential values which can be 
shared by nurses the world over: — 


“Thank you for having come from so far a place and being present at the General 

Meeting of the Japanese Nursing Association. We were very glad of being 
members of the ICN. The reason that we write a letter to you is that you gave 
us a speech that the nurses in the whole world ought to get on together well. We 
hope to know, not only the real state of nursing but also we want to make friends 
with those who take part in nursing. We have the idea of respect and thanks to 
you who are very busy working for the ICN. We are very anxious to work for 
the ICN too and so we hope that you should guide us, Please write to us often.” 


4. 
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KOREA 
Some Facts Asout Korea 


It has been said by a writer on the history of Korea and of the recent stirring 
events there, that “there is no country of comparable significance concerning which 
so many people are ignorant.” Korea has a long and ancient history dating back to 
the third century B.C. Throughout the centuries the country has been influenced by 
other civilizations, most notably by the cultural influence of China and the political 
and economic influences of Japan to which Korea became annexed in 1910. From 
1910—1945 therefore, Korea was a part of the Japanese Empire and all medical and 
health services during that period came under the jurisdiction of the Police Bureau 
of a Governor General, appointed by the Government of Japan. 


The area of Korea is in all, approximately 85,000 square miles and in 1946 the 
population was approximately 19,360,000. This is now estimated as the approximate 
population of South Korea alone, since an unknown number of refugees have trekked 
from North Korea since the war. 


Although the soil is fertile and much rice (the staple food) is grown, the amount 
of land which can be cultivated is severely restricted by the mountainous nature of the 
country. Since the 14th century, the city of Seoul has been the capital of Korea and 
this city, although a ruin of its former self, still has a population of approximately 


1,140,000, many of the people now living in inadequate, and often self-constructed 
temporary dwellings. 


In 1945 the period of Japanese rule ended with the occupation of Korea by troops 
of the U.S.A., and the U.S.S.R.; and a boundary, since known as the 38th Parallel, 
was fixed between the two zones of occupation. In 1948 a General Election was held 
under United Nations auspices in South Korea, and the Republic of Korea, with an 
elected President (President Syngman Rhee) was formally inaugurated. With the 
inauguration of the Republic, Military Government was terminated. 


In June, 1950, came the invasion of South Korea from the north, the country 
being thrown into a state of panic and confusion by the sudden and unexpected 
exigencies of war. During the course of it, over 70% of Hospitals were destroyed 
together with their equipment, and 25% of all professional personnel—doctors and 
nurses—were either killed or transported to the North. Two and a half million people 
were made homeless and civilian casualties totalled almost one million. Approximately 
60,000 children were orphaned, and some 40,000 of these are still being cared for in 
Institutions in different parts of the country. 


Two organizations, together with the assistance of many voluntary agencies, have 
been largely responsible for assembling and reconstructing the resources of the country 
and establishing public health administration to deal with immediate needs. These 
organizations are the United Nations Korean Reconstruction Agency (UNKRA) and 
Korean Civil Assistance Command (KCAC). 


UNKRA, established in 1951, was required to assume responsibility tor the 
reconstruction of Korea six months after the cessation of hostilities. First there was 
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need to feed and clothe the people and to provide some form of temporary housing. 
Then came assistance with certain priorities, such as provision of materials for re- 
establishing industries and means of transport. With funds derived from the United 
Nations and from many voluntary sources, it has assisted with the building of factories, 
houses, hospitals, schools and agricultural colleges. 


KCAC, organized in 1953, was given total responsibility for the overall public 
health programme of Korea, including the co-ordination of all voluntary agencies 
operating in the country. KCAC public health staff act in an advisory capacity to the 
Ministry of Health of the Republic of Korea, and work with Koreans themselves in the 


carrying out of special projects once these have been agreed and funds procured for 
their initiation. 


Nursinc History 


The first nurses to arrive in Korea came from England in 1892 and worked at 
two small hospitals in Seoul, one for men and one for women and children. In 1895 
the Royal Korean Hospital, founded in 1884 at the request of the Royal Family, 
became known as the Severance Hospital and here a School of Nursing was established 
in 1906. The first School of Nursing had been opened at the East Gate Women’s 
Hospital in 1905. At these Schools, both of which were established by Missions, the 
course was six years to include preliminary general education since few women in those 
days could read or write. During the whole of the Japanese occupation of Korea from 
1910—1945, nursing made little progress; women were not trained or encouraged to 


give leadership, and the Japanese system of “‘ Family Care” of patients prevailed in 
the hospitals. 


Between 1945 when Korea was liberated from Japanese rule, and 1950 when South 
Korea was invaded from North Korea, a great advance took place in nursing organi- 
zation, and plans were laid down for an enlightened educational programme. A 
Nursing Section was set up within the Ministry of Health, Schools of Nursing were 
equipped and intensive short courses were given to existing nurses. 


NursinG EpucaTION IN KOREA 


Prior to 1940, there was little difficulty in obtaining registration to practise as 
a nurse or midwife. Any woman who could prove she had spent part of a year in a 
hospital and who then passed a written examination, received registration. Those 


who had trained at any of the recognized Schools of Nursing automatically received 
their licence to practise on finishing the course. 


Between 1940 and 1946, when a state of war existed between Japan and the West, 
missionary influence was removed and even where training on sound lines had been 
established, courses were shortened and all activities directed towards the strengthening 
of the war effort. In 1946, after the suspension of hostilities and after the setting 
up of a Nursing Section in the Ministry of Health, this Section, under a Korean nurse, 
supervised the standards of Schools of Nursing and the registration of nurses and 
midwives. This was, in fact, the first time in the history of Korea, that nurses had held 
any high administrative position. Many Korean nurses, at that time, were given 


; 
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opportunity for post-graduate studies in other countries, and these are now the leaders 
of the profession. During the period between 1946 and 1950 there was real progress 
towards the stabilization of nursing education. Then came the invasion in 1950 from 
the north and the devastating war which swept the country. School buildings were 
destroyed with loss of equipment and of teaching material. Prior to 1950 there had 
been approximately 37,000 nurses, but during the war several hundred were casualties 
and several hundred more drafted, of necessity, into the Army for service there. Schools 
of Nursing, even if still standing, had to be disbanded. By the end of 1951, missionary 
nurses began to return and Schools were re-opened, although some were in temporary 
accommodation. At the beginning of 1952, already 13 Schools were again functioning 
although seriously handicapped by lack of equipment and text books. During 1952, 
three more Schools were opened and a Nursing Section established in UNCACK 
(United Nations Civil Assistance Command in Korea, the forerunner of KCAC). Also 
in 1952 a Nursing Education Committee of the National Nurses’ Association was 
established; and in 1953 a new curriculum combining nursing and midwifery in a 
three-year course, was drawn up by the Education Committee and introduced into all 
Schools of Nursing. By 1953, 17 schools were functioning and at the present time 
over 1,000 student nurses are in training in these Schools. 


Under the sponsorship of UNKRA educational projects were drawn up to include 
equipment and teaching material for Schools of Nursing. Living accommodation for 
students, and nursing school class rooms have also been built or reconditioned through 


funds supplied by the American-Korean Foundation. Great efforts are being made 
to produce nursing texts in the Korean language. 


A Midwifery School for qualified nurses was opened in 1953 at the Australian 
Presbyterian Hospital, this marking the beginning of post-graduate education for 
nurses. A Post-Graduate School for nurses, to include courses in Administration and 
Teaching, has within recent months been opened in Seoul. Refresher courses for 
graduate nurses have been started at various centres in the provinces. 


The greatest credit for the administration which has made these advances possible, 
is due to Miss Susan Haines, who, as Chief Nursing Advisor to UNKRA, and later 
as Chief of the Nursing Section in KCAC, has worked tirelessly for the rehabilitation 
of nursing and the re-establishment of nursing education on sound lines. Her admini- 
strative ability, sound practical guidance, constant encouragement and undaunted 
efforts in the face of all obstacles, are factors which, together with positive achieve- 


ments, have written a thrilling page not only in the history of Korean nursing, but in 
international nursing affairs. 


NuRsING ORGANIZATION 


An Association of Nurses has existed in Korea since 1908, when the “ Graduate 
Nurses Association in Korea ” was founded by Western nurses working in the country. 
In 1911 the name was changed to the “ Association of Occidental Nurses in Korea.” 
In 1926, it became known as the Korean Nurses’ Association, when it included not only 
Korean nurses but graduates of all countries. The Association continued to be active 
until 1937 when Meetings were prohibited. However, a Vice-President of the Associ- 
ation attended the ICN Congress in London in 1937, although she was not allowed to 
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give a Report. In 1946, the Association was re-organized as a purely Korean Organiza- 
tion with active Provincial Branches and with three main objectives: — 


l. To raise the standard of nursing 
2. To further the work of preparing text books 
3. To provide for co-operation and interchange of ideas between nurses. 


In 1948 the Korean Nurses’ Association applied for full membership in the ICN, 
and this was granted to them in 1949 when the ICN Grand Council met in Sweden 
prior to the 50th Anniversary Conference. In 1953, the President and Secretary 
attended the ICN Tenth Quadrennial Congress in Brazil, and took their place as dele- 
gates at the Grand Council Meeting. 


Present ConpiTions oF NursINc IN Korea 


In 1951, a National Medical Law was passed which included some Clauses 
covering the qualifications required for the practice of nursing and midwifery. Any 
person passing a qualifying examination, according to this Law, is permitted to practice 
whether a regular course has been followed br not. In 1952, according to a Ministry 
of Health Ordinance, any one applying to take the qualifying examination, must have 
had training and practice in an Accredited School and have followed a regular course 
for a minimum period of two years. 


In 1953 a new curriculum was drawn up for a basic three-year combined course 
in nursing and midwifery, and this has now been introduced into all Schools of Nursing. 
The administration of institutional nursing service has been much influenced by the 
Japanese regime, and except in the mission hospitals, the nursing of patients is still 
largely based on the system of “family care.” Standards in hospitals vary, from 
excellent care in some, to almost no care in others, and with many hospitals offering 
only elementary services without skilled attention. Nurses themselves are conscious 
of these deficiences, and the fault can usually be traced to lay administration, or to the 
fact that doctors do not appreciate the meaning of good nursing. 


PROFESSIONAL VISITS 


During ten days in Korea, I visited in all twelve hospitals and seven schools of 
nursing, the new Post-Graduate School for Nurses which was shortly to be opened, and 
the Headquarters of the Korean National Red Cross. I also visited Health Centres and 
Orphanages. I gave many informal talks to graduate nurses and student nurses, and 
a formal Address at the Opening Session of the Annual General Meeting of the Korean 
Nurses’ Association. I also had the privilege of addressing two meetings of “ United 
Nations nurses ”—i.e., nurses of nine different nationalities working in Korea either 
with a voluntary agency, or on the staff of a mission hospital or school. Of infinite 
value were conferences which were arranged for me with Mme. Syngman Rhee (wife 
of the President of the Republic), the Minister of Health and the Mayor of Seoul, and 
many officials of the Public Health Branch of KCAC. At these conferences I was able 
to discuss and to stress the most outstanding needs of nurses, for the conduct of their 
work and the raising of standards. 
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As well as attending the Annual Meeting of the Korean Nurses’ Association, 
I also attended a Meeting of the Central Committee (Executive Committee) of the 
Association, at which certain urgent needs were stressed : — 


For example, post-graduate opportunities are required, to prepare nurses as 
Administrators, Instructors and Clinical Supervisors. 


Also, there is urgent need for nursing texts in Korean. Much has already been 
done to provide text books in the Korean language, but much remains to be done. 
It is therefore hoped, that from some source, scholarships may be granted to Korean 
nurses to allow them the time and facilities to write nursing texts and articles in their 
own language, as well as to undertake the work of translations. 


CONCLUSION 


The history of nursing in Korea, like the history of Korea itself, has followed 
no straight-forward pattern, and has suffered from the devastations of war and the 
frustrations of foreign domination. But Korean nurses are courageous and determined. 
In the face of difficulties, lack of equipment, shortage of personnel and even (in some 


cases) of the simplest basic necessities of life, they are demonstrating a spirit of 
unselfish service. 


Increased opportunities are needed for training, not only in professional subjects, 
but also in the principles of leadership; but already nurses are giving a good account 
of themselves; and the advances which have been made in the administration and 


organisation of nursing services compare favourably with the state of development 
in other professions. 


A recent writer on Korea has said:— “The Koreans now struggle for the 


restoration of their liberty and national dignity. That effort, with its far-reaching 
implications, can affect the whole world.” 


It has been a privilege and an inspiration to visit the nurses of Korea at this 
time, and to witness the way in which they, as citizens, are joining in the national 
effort; an effort which includes not only the reconstruction of a national economy, 
but of sound standards of social and professional life. 


D.C.B. 


Can Nurses Promote Health ? 


by 
H. W. C. VINES, M.D., 


Honorary Consulting Pathologist to Charing Cross Hospital, Londen, England. 


In the recently adopted International Code of Nursing Ethics, it is stated that 
“the fundamental responsibility of the nurse is threefold: to conserve life, to alleviate 
suffering, and to promote health.” Of these three obligations, the first two are easy 
to understand as they are inherent in the vocation and the act of nursing, but the last 


is more obscure in its meaning and can embrace a great deal more than the attempt 
to make ill people well. 
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What then does “ promotion of health” mean and how is a nurse to do it? 
Health itself is a very vague and abstract term which, one supposes, implies a state 
of bodily and mental accord with one’s environment, and ill-health arises when this 
equilibrium is upset to a degree greater than the natural adaptability of the human 
organism can counteract. The promotion of health may reasonably include sick- 
nursing, for this is directed towards the restoration of the disturbance of health 
and may be successful or not, but it must include, most positively, attempts to prevent 
illness for, according to an old and rather neglected saying, “ Prevention is better 
than Cure.” By the adoption of the International Code, it seems clear that nurses 
have undertaken an obligation to prevent illness in addition to caring for the sick. 


A nurse’s training, like a doctor’s, is mostly carried out in an atmosphere of 
disease, and at that stage, neither have much direct professional contact with people 
who are healthy. In virtue of their training, both the medical and the nursing 
professions tend to be disease-minded, and those in whom no apparent evidence of 
disease can be found, too often hold little interest for them. One can imagine that 
the average virtuous citizen is equally uninteresting to the keen policeman, trained 
in crime, for crime and disease have many points in common and both, if unchecked, 
can bring the community to disaster. In both, and especially in disease, there is at 
present a wide borderland between the normal and the abnormal; it is wide because 
our knowledge and our methods of investigation are still too imperfect to appreciate 
the finer gradations of abnormality. 


Apart from purely humanitarian reasons, the need to promote health—or prevent 
disease—has become an urgent economic necessity. In all the more civilised 
countries, the cost of being ill has risen so much in the last decade or two, that it 
has become too expensive for the ordinary citizen, and the burden is being forced 
back on to the Public Funds, directly or indirectly. It seems not unlikely that, in the 
course of the next few decades, the care of the national sick will become the direct 
concern of the State in almost all countries. In England this event has already 
occurred and, after a few years’ experience of a National Health Service based on the 
traditional methods of handling the sick, it has been found that in relation to the 
other necessary demands upon the Public Funds, the cash cost of the Health Service 
is greater than can be afforded. Expenditure has therefore had to be drastically 
limited, the full development of the Service has been curtailed, and its efficiency 
suffers from inadequacies of buildings, personnel and equipment. Even so, the cash 
cost of the service, now around £500 million annually, is by no means the real cost 
to the national economy, for it is merely that sum of money which the National 
Exchequer can afford to allocate to the Service. Illness usually implies a decrease, 
and often a cessation, of the productive usefulness of the sick; this is an economic 
loss to the nation running into many hundreds—perhaps thousands—of millions 
of pounds each year. Then again there is the loss of the productive capacity of the 
very large army of people who are, in one way or another, concerned in the care 
of the sick; if illness could be prevented, many of these would probably be doing 
work of a more obviously productive kind in offices or factories. In some places 
indeed, the care of the sick has almost acquired the character and dimensions of a 
business in recent years, and there may even be some danger lest the sick come to be 
regarded as the necessary raw material to keep it going, rather than as human beings 
in affliction. 
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It seems clear that in this country, as in others, we cannot afford to be ill along 
the traditional lines which have evolved over the years, and the reasonable way out 
of this impasse would seem to lie primarily in greater efforts to prevent illness. 
Looking again at the cost of the Health Service, the hospitals absorb well over half 
the total allocation and, dealing in less astronomical figures, the cost of keeping a 
patient in a hospital bed for one day is about fifty shillings, while the cost of a patient 
attending the hospital as an outpatient, is a mere five shillings per visit. Purely from 
the financial angle, these figures would suggest that considerable discrimination in 
admitting patients to the hospital beds would be desirable, while at the same time 
the scope of the outpatient services might be enlarged as a means of reducing the 
demand for beds. 


But something more than this is needed, for it is no use filling the out-patient 
departments with cases really needing admission to the beds; this only leads to ever- 
growing waiting lists and to frustrated hopes of relief for the patients. Disease needs 
to be attacked at an earlier stage than has been customary in the past, and patients 
will have to be persuaded to bring their ills for advice sooner; it might encourage 
them to do this, if they could be made to realise that, by so doing, there might be a 
better chance of avoiding hospitalisation. 


The problem is essentially one of health education, and the nurse, as well as the 
doctor, can play an important part in this way of preventing illness; for she has a 
far closer contact with her patients, their relatives and friends, than perhaps anyone 
else in the hospital, and over a period of years the number of people she can influence 
may add up to many hundreds. The public is gradually becoming more health-conscious 
but there is still a great deal of ignorance about healthy living, and there is not 
going to be any sudden conversion to better ways; education will be slow, but by a 
kindly word here and a friendly suggestion there, a habit of mind can be built up in 
countless people through the individual efforts of many nurses all over the world. 
There is a well-known chain-store which sells immense numbers of articles, each 
at a small profit, through its many branches not only in big cities but in remote little 
townships as well. The sum total of these scattered sales builds up into a vast profit, 
and so the sum total of the efforts of the nursing profession, in big city hospitals and 
the remote little hospitals of the countryside, may gradually lead to the prevention 
of suffering, to a decrease in the need for hospitalisation, and, incidentally, to the 
saving of considerable sums of money. 


In talking of the prevention of ill-health, one does not imply the total abolition 
of all diseases, for in the present state of our knowledge, this would be absurd. All 
that is meant for the time being is the prevention of that physical deterioration which 
may turn a curable condition into one that is incurable, and which is often related 
to the delay of the sufferer in seeking advice. Anyone with a violent and painful 
illness, like acute appendicitis or a perforated ulcer, will find a doctor as soon as he 
can, because he is in fear and acute discomfort. But a great many diseases have a far 
less dramatic onset and these to-day are perhaps the more dangerous ones, in view of 
the greater degree of control of the more acute infections through the use of chemo- 
therapy and the antibiotics. In these more insidious illnesses, the patient thinks he 
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may feel better to-morrow—or to-morrow—or to-morrow; he is afraid that if he goes 
to the doctor he will be told that he has an incurable complaint—possibly cancer: he 
is afraid that his family will get into difficulties if he has to go into hospital: he is 
afraid of losing his job; he is afraid of hospitals. And so he goes on from day to day, 
becoming slowly used to a decreasing standard of well-being until finally he is driven 
by severe discomfort, incapacity or collapse to seek advice, and then little more can 
probably be done for him beyond some temporary patching up. It is the length of 
this period between the patient’s admission to himself that he is not as well as he 
ought to be, and his first visit to the doctor, that needs to be shortened, and at present 
it can only be done by trying to remove some of the patient’s fears, so that he is less 
inhibited from seeking early advice. Many of these anxieties are beyond the scope 
of the nurse to deal with, but there is one at least, the fear of hospitals, which she 
can do much to relieve. 


The admission of a patient to hospital is a serious matter; it means a complete 
upheaval of his normal life, and he exchanges the familiar faces and routines of his 
ordinary life for unoccupied isolation among strangers in an atmosphere congenial 
to the imagined terrors of the unknown. He conjures up overwhelming anxieties 
on every aspect of his life; his illness detracts from his self-respect, and the indignities 
of the sick-bed, such as the more or less public use of the bed-pan, tend to depress 
him yet more. It is, then, so important that the atmosphere of the hospital should 
be kindly, reasonably sympathetic, and above all helpful to the patient and his troubles, 
and the creation of such an atmosphere lies almost wholly with the nursing staff. 
If the patients are treated merely as cases, theatre-fodder or what you will in an 
impersonal and soul-less way, if reasonable information is withheld from patients 
and their relatives from an attitude of mental superiority, if the staff do not succeed 
. in giving their patients the feeling of personal service, then the staff and the hospital 
fail in one of their major functions and will be regarded with dislike and even 
fear by the people of the district. In these days of mechanised materialism, the 
claims of humanity in personal relations seem to be steadily fading away, and it might 
not be out of place to write on the walls of the teaching schools for nurses, and for 
doctors too, the legend “ Patients are Human Beings”; for the encouragement and 
maintenance of the dignity of man, however slight and undeveloped it may be in any 
individual case, is the keystone of successful nursing and doctoring. 


Generally speaking, the in-patient is the focal point of the hospital and all the 
professional and technical resources, even indeed the whole institution, are made to 
centre around him. On the average in England he stays in hospital for about three 
weeks and in that time, he should have established himself as an individual with the 
nursing staff of his ward. A reduction of one day in the average period, means that 
in a year almost one more patient can occupy each bed; there are just over half a 
million available acute beds in this country and so, in the gross, even so small a 
reduction of the patient’s stay in hospital becomes of immense importance. Towards 
this end, the nursing staff can make an important contribution, for the healing of 
the sick depends to so very large an extent upon the maintenance of their high 
professional standards; once these are allowed to become lowered, the patient’s stay 
in hospital certainly tends to be prolonged. 


4 
: 
j 


OcToBER 1954 


By contrast with the in-patients, out-patients are often looked on as rather a 
nuisance or, at best, a burden to be endured; their numbers are large, running into 
thousands against the in-patients hundreds: their brief visits do not encourage the 
establishment of their personal individuality with the nursing staff: they have to be 
dealt with in an atmosphere of hurry and even of tension: they may be bewildered 
so that they do the wrong thing at the wrong time: they are apt to wander about and 
get lost: they may be late for their appointments or sometimes fail to keep them 
altogether. To deal with them humanly and sympathetically is one of the more severe 
disciplines of nursing and it is too easy to allow a natural irritation to become 


apparent; then the patients may be reluctant to attend and the hospital gets a bad 
name in the district. 


But however much of a nuisance out-patients may be, a general hospital without 
an out-patient service is incomplete, for it may perhaps be in the out-patient service, 
as it becomes more fully developed, that the future of hospitals and the successful 
management of the national sick may come to lie. With the present financial difficulties 
which seem likely to be always with us, we in England cannot afford to build large 
numbers of new beds; we can do little more than renovate over the years, our old 
and un-economic hospital buildings. And even if we were to build a number of new 
hospitals, there is little likelihood that we could staff them either with doctors, nurses 
or lay staff, or afford to maintain them supposing we could staff them. So we have 
little choice except to become less bed-minded and to discover means to attack disease 
earlier before hospitalisation, as we know it to-day, becomes necessary. Such a 
policy would probably lead to an expansion of out-patient services generally, and it 
would be reasonable for all general hospitals to offer such a service, limited in scope 
to the competence and capacity of their professional staffs, for it would clearly be 
unsuitable and un-economic for small hospitals to offer a full range of all specialist 
services. Such a service need not be antagonistic to the work of the general prac- 
titioners, and indeed is complementary to it, for usually the patient is referred by the 


practitioner to the hospital for a more detailed examination by a wider range of 
facilities than he can command. 


Many nurses do not stay permanently in hospitals and other institutions, but go 
out into private or public work which takes them into people’s homes. Home nursing 
is likely to become nationally more important in the future, for during the period 
of exaltation of the hospital in the early years of the National Health Service, it has 
been allowed to fall rather into decay. The homes of the people all over the world 
comprise a large pool of domiciliary beds which will have to be used more extensively 
to supplement the world-wide deficiency of hospital beds, through a real co-operation 
between the home doctor and the hospital staff. An adequate home-nursing service 
will become increasingly imperative and it will offer to the nurse, with her close 
personal contact with the family in the home, far richer opportunities for the tactful 
practice of preventive instruction than are yielded by institutional nursing. For illness 
starts in the home and not in the hospital; living in the home or visiting it frequently, 
an observant nurse can often see where things are going wrong and she may be 
able to put in a word, strengthened by the authority of her position, to set them right 
again at an early stage; she can make tactful suggestions about personal hygiene, 
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clean food and cleanliness generally; she can encourage the immunisation of the 
children; she can indicate ways of avoiding domestic accidents and do many other 
things of a similar kind. Time is the great factor in preventing disease as it is in 
fighting battles; in both such struggles to say that “time is on our side” is rarely 
more than an excuse for dilatoriness. 


From the various considerations which have been touched upon, it would seem 
likely that the policy of the management of the national sick will not centre about 
the building of new hospitals on a large scale, but will be directed rather to the use 
and development of exsiting facilities along the following lines: (1) the attack on 
disease at an earlier stage; (2) the expansion of outpatient services; (3) the greater 
use of existing beds; (4) the increased use of domiciliary beds and home-nursing. 
None of these lines of action can be wholly productive without the nurses’ co-operation 
and in the last two their help is vital, For the nurse is an integral and essential part 
of the medical team devoted to the combat of disease; through the insistent main- 
tenance of her high professional standards she brings to fruition the necessary 
measures of curative therapy, while through her position of immediate contact with the 
patient and his family, she can correct, by tactful advice, errors in healthy living, 
furthering the cause of preventive medicine and the promotion of health. 


Nutrition and the Nurse 
by 
Miss CICELY D. WILLIAMS, B.A., D.M., F.R.C.P., D.T.M.&H. 


The word “ nurse ” derives from the word “ nourish,” and this is indeed one of 
the most important of her functions. 


The nurse is concerned with nutrition in two aspects, first with respect to the 
food and the feeding of those under her care, so that they may regain their health, 


and secondly in teaching her patients what to eat so that they may maintain their 
health. 


The first might be called the curative and the second the preventive aspects of 
“ nourishment.” 


One of the greatest tragedies in modern medicine is that some years ago, a cult 
developed that maintained that these two functions could be separated into two 
branches of medicine with separate personnel in each. 


But individual human beings cannot be separated mechanically into the well and 
sick. There are very few people who are one hundred per cent. either one thing or 
the other. The majority of human beings go through life with periods, sometimes 
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long periods, when they suffer from some percentage of disease or disability, however 
small or however variable that disability may be. 


It is true that the hospital nurse has mainly the curative work to do, while the 


health nurse has mainly the preventive (or, rather, the constructive) part to play 
in combating malnutrition. 


But there is no sharp distinction. It is more important to realise that it is the 
duty of the hospital nurse and doctor to undertake the total care of the patient, 
curative or preventive, while he is inside the institution, and it is the duty of the 
general practitioner and the health nurse to undertake the total care of the patient, 
curative or preventive, when he is in his home. 


When the patient is in hospital, and as soon as he is over the severe phase of his 
disease he is at his most receptive. It is therefore essential for the hospital nurse not 
only to provide him with the food he needs and see that he can take it, but also to 
make him understand why this food is necessary and how he can make certain 
that he does not relapse when discharged. To bring a patient into hospital, and cure 
his disease expensively, and then send him back straight to those conditions that 
created the disease, is a form of hypocrisy as well as being no sort of economy. 


In order to do her work efficiently the nurse, even if she is purely a hospital 
nurse, must be certain to find out from what sort of background the patient comes, 
his home, his family, his work. Unless she knows this, her teaching is nonsensical. 


The hospital nurse has a special responsibility in the care of children, All over 
the world, it is the children who are the main sufferers from all forms of nutritional 
disorder. In many parts of the world malnutrition is due, not to the unavailability 


of food, but to the ignorance of the parents as to what the child needs, how it should 
be prepared, and how given. 


It is essential that before a child is discharged from hospital the mother should 
fully understand and be prepared to give the child the food it needs—correctly 
presented. One of the great advantages of a hospital where the mother is admitted 
with the sick child is that the doctors and nurses can teach the mother by demonstrating 
the causes of the child’s illness and recovery and by getting her with her own hands 
to help in the preparation and administration of correct foods. 


The late Sir James Spence has made ,some of the greatest contributions to the 
understanding of the human factors involved in disease and in malnutrition, and to 
employing these same human factors in their cure. 


Much of the popular appeal and the success of unorthodox medical systems such 
as “nature cures” and other exotic philosophies is due to their emphasis on the 
importance of food, and the care with which they supervise the nutrition of their 
patients. 
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It is true that there are many excellent books on nutrition. It is taught in schools 
and colleges, it is the subject of many posters and uplifting pamphlets. But in spite 
of all the recent and expensive development of “ audio-visual aids ” it is still through 
personal teaching that human beings learn most and learn most easily. The nurse 
who comes in direct and personal and often prolonged contact with her patients is 
the most important channel for advice. She is more important than all the audio-visual 
aids and all the pamphlets rolled into one. By tempting the seriously ill child to eat 
the right food at the right time she can often save life. By persuading the careless 
mother to choose and prepare the right food for her family she can save several 
lives and prevent a large number of illnesses. 


People who have never had to endure food shortage cannot realise how strong 
the craving for food can be. People who have never had to live in a foreign country 
and learn to eat new food cannot realise how strong the craving can be for the 
accustomed food. This craving is not merely emotional: it is physiological as well. 
If an individual is given a diet to which he is accustomed, he will put on more weight 
and be able to do more work than he would on a diet of the same composition and 
of the same calories but provided in foodstuffs to which he is not accustomed. 


This is very important in nursing sick children. Protein malnutrition is very 
common in some parts of the world. One of the best ways of treating this disease 
is to give the child milk. But perhaps it is not accustomed to drinking milk, and 
either refuses or vomits it. Then it is better not to give a drink of milk, but to mix 
some milk powder into the rice “ kanji,” or into the banana “ matoke” or into the 
cornmeal “ posha,” or whatever the child is accustomed to taking. The child will 
probably take it more readily, and will also digest it more efficiently. 


In nutrition, as in everything else, common sense must prevail. Malnutrition can 
result from over-caution, and over-emphasis on meticulous detail. In one community 
I visited I found that asthma and eczema were prevalent. At least some of the doctors 
ascribed these to the fact that the health nurses were so concentrating their advice and 
attention on the feeding of infants that allergies and nervous tension in the mother-child 
relationship were the result. 


There are other places where overfeeding results in obesity, and probably plays 
a part in the frequency of diabetes. 


However, there are not many places in the world where overfeeding or over- 
carefulness can be responsible for disease. The reverse is far more common. 


It was Florence Nightingale who once said that she almost regretted the 
discoveries of Pasteur and Lister. She was afraid that the doctors would now think 
only about germs and would forget the importance of cleanliness, fresh air, and good 
food. She was dreadfully right. But perhaps the medical profession is again beginning 
to realise how much health and happiness does depend on food, just as much as they 
are learning to depend on good nursing, both inside the institutions, and outside 
them. 
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L’Alimentation et le Travail de L’Infirmiere 


par 
Mlle. CICELY D. WILLIAMS, B.A., D.M., F.R.C.P., D.T.M. & H. 


Le mot “ nurse,” ou infirmiére, dérive du mot “ nourrir,” et lalimentation des 
malades constitue en effet un aspect trés important du travail de l’infirmiére. 


L’infirmiére doit se préoccuper de l’alimentation a deux titres: premiérement 
elle doit s’occuper de la nourriture et de l’alimentation de ceux qui ont été confiés a ses 
soins, afin qu’ils puissent guérir rapidement, c’est ce qu’on pourrait appeler l’aspect 
“ curatif” de l’alimentation, et deuxiémement, elle doit apprendre 4 ses malades a 
choisir les aliments qui leur conviennent, afin qu’ils puissent se maintenir en bonne 


santé, une fois guéris. Sous ce second rapport, on peut parler d’une “ alimentation 
préventive.” 


Il est extrémement regrettable qu’un courant d’opinion se soit manifesté dans la 
médicine il y a quelques années qui préconise la séparation de ces deux fonctions 
en deux branches distinctes de la science médicale, chacune avec son propre personnel. 


Il n’est pourtant pas possible de classer rigoureusement les étres humains en 
“malades ” ou en “ bien portants.” Bien peu nombreux sont ceux qu’on pourrait 
appeler soit cent pour cent malades, soit cent pour cent bien portants. La plupart des 
étres humains souffrent pendant des périodes plus ou moins longues de l’une ou l’autre 
maladie ou malaise, bien quil ne s’agisse pas toujours de maladie grave et que le 
degré de manifestation du malaise puisse étre infiniment variable. 


On peut affirmer que linfirmiére d’hépital exerce avant tout une fonction 
“curative,” alors que l’infirmiére visiteuse joue avant tout un réle “ préventif” (ou 
plutot “ constructif ”) en combattant la sous-alimentation. On ne peut pas toutefois 
tirer de distinction bien nette entre ces deux fonctions. Il importe avant tout de se 
rendre compte qu’il est du devoir de l’infirmiére d’hdpital et du médecin de prodiguer 
au malade des soins complets, tant curatifs que préventifs, pendant son séjour dans 
l’établissement, tandis qu’il est du devoir du médecin de famille et de l’infirmiére 
visiteuse de donner au malade, dans son domicile, des soins analogues. 


C’est lorsque le malade se trouve a l’hopital, au moment d’avoir surmonté la phase 
la plus aigué de sa maladie, qu’il est le plus disposé 4 écouter les conseils concernant 
son régime. L’infirmiére d’hépital ne doit donc pas se borner a fournir au malade la 
nourriture nécessaire en veillant a ce qu'il l’absorbe; il est indispensable qu’elle lui 
fasse comprendre aussi pourquoi une telle alimentation est nécessaire et qu’elle lui 
explique les mesures 4 prendre pour éviter une rechute dés qu’il sortira de l’hépital. 
C’est une sorte d’hypocrisie en méme temps qu’une fausse économie, que d’envoyer un 
malade a l’h6pital, de le guérir 4 grands frais, pour le laisser retomber par la suite 
dans des conditions pareilles a celles qui sont l’origine de sa maladie. 
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Pour accomplir efficacement son travail, l’infirmiére, méme si ses fonctions 
s’accomplissent uniquement 4 l’intérieur de l’/hépital, doit s’informer du milieu d’ou 
sort le malade, de son foyer, de sa famille et de son travail. A défaut de ces données, 
linfirmiére ne peut fournir au malade de conseils utiles. 


Les soins 4 donner aux enfants constituent une préoccupation particuliére de 
linfimiére d’hépital. Dans le monde entier, ce sont avant tout les enfants qui 
souffrent de toutes sortes de désordres, résultats inévitables de la mauvaise alimentation. 
En de trés nombreuses régions, la mauvaise alimentation est due, non pas a la pénurie 
des denrées alimentaires, mais 4 l’ignorance des parents en ce qui concerne les besoins 

de l’enfant, la préparation de ses aliments et la fagon de les lui faire absorber. 


Avant qu’un enfant ne quitte l’hépital il est indispensable que la maman comprenne 
parfaitement la fagon de préparer et de présenter 4 enfant la nourriture qui lui 
convient, et qu’elle soit d’ailleurs préte a suivre les instructions qu’on lui aura données. 
Un des grands avantages qu’ont les hépitaux ot la maman peut séjourner avec son 
enfant malade, c’est que les médecins et les infirmiéres peuvent donner a la maman des 
renseignements utiles en lui montrant les causes de la maladie et la fagon de la guérir. 
En outre, on peut lui permettre de collaborer activement a4 la préparation et a la 
présentation d’une nourriture convenable. 


Sir James Spence a contribué trés largement a faire comprendre l’importance des 
facteurs humains en ce qui concerne les maladies et la sous-alimentation, ainsi que 
Yimportance qu'il y a a tirer parti de ces facteurs humains pour les guérir. 


Le succés populaire des systemes médicaux non conformes 4 la médecine propre- 
ment dite, telles que les “ cures de nature” et d’autres philosophies exotiques est due 
dans une grande mesure a l’importance qu’on attache dans de telles méthodes 4 
Palimentation et au soins qu’on apporte au régime des malades. 


Il est indéniable qu’il existe de nombreux livres excellents sur l’alimentation. On 
enseigne cette branche dans les écoles et dans les colléges, et elle forme le sujet de 
trés nombreuses brochures instructives et d’affiches. Toutefois, et malgré l’emploi de 
plus en plus répandu de moyens de propagande coiiteux tels que films documentaires, 
etc., c’est par l’enseignement de vive voix qu’on apprend le mieux et qu’on apprend le 
plus facilement. C’est par l’intermédiaire de l’infirmiére qui vient personnellement en 
contact avec les malades, souvent pendant des périodes assez longues, qu’on peut le 
mieux donner les conseils nécessaires. L’infirmiére joue un réle plus important que tous 
les films documentaires, affiches ou brochures explicatives qu’on puisse s‘imaginer. En 
offrant 4 un enfant gravement malade la nourriture qui lui convient au moment 
opportun, elle peut, trés souvent, lui sauver la vie. En faisant comprendre a une mére de 
famille négligeante l’importance qu’il y a a choisir et 4 préparer pour sa famille la 
nourriture qu’il lui faut, Vinfirmiére peut quelquefois sauver la vie 4 plusieurs 
personnes et elle peut prévenir de trés nombreux cas de maladie. 
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Ceux qui n’ont jamais souffert de la pénurie des denrées alimentaires ne peuvent 
pas se rendre compte de ce que c’est que la faim. Ceux qui n’ont jamais di habiter 
Yétranger et qui n’ont jamais di s’accoutumer 4 une nourriture autre que celle a 
laquelle ils sont habitués ne peuvent se rendre compte du besoin que l’on ressent de 
manger sa nourriture habituelle. Ce besoin ne tient pas uniquement a des facteurs 
psychologiques; il tient aussi a des facteurs physiologiques. Si l’on donne 4 quelqu’un 
lalimentation a laquelle il est accoutumé, il augmentera plus rapidement de piods et 
il fournira au travail un effort plus important que s'il était soumis 4 un régime 


identique du point de vue composition et teneur en calories, mais composé de produits 
alimentaires auxquels il n’est pas habitué. 


I] s’agit 1a d’un point trés important lorsqu’on a 4 faire 4 des enfants malades. 
Nombreux sont ceux, dans certains pays, qui souffrent de l’insuffisance des protéines. 
Une des meilleures fagons d’y porter reméde est de donner du lait 4 enfant. Toute- 
fois, s'il n’est pas habitué a boire du lait, il risque soit de le refuser, soit de le vomir. 
Dans ce cas, au lieu de lui faire boire du lait, il vaut mieux mélanger un peu de lait 
en poudre avec sa nourriture habituelle, c’est 4 dire avec le “kanji” de riz, le 


“ matoke ” de bananes ou le “ posho ” de mais, selon le cas. I] l’'absorbera probable- 
ment avec plus de plaisir, et il le digérera plus facilement. 


Avec un régime alimentaire, comme avec tout, il faut faire preuve de bon sens. 
La sous-alimentation peut provenir d’une attitude par trop prudente et d’un soin 
exagéré apporté aux détails secondaires. Je me suis rendue, au cours d’un voyage, 
dans une localité ou les cas d’asthme et d’eczéma étaient nombreux. Plusieurs 
médecins de l’endroit attribuaient la fréquence de ces cas au fait que les infirmiéres- 
visiteuses se préoccupaient a tel point de l’alimentation des enfants et se montraient 
tellement prodigues de conseils 4 ce sujet qu’il en résultait des allergies ainsi qu’une 
hypertension nerveuse dans les relations entre les mamans et leurs enfants. 


Dans d’autres localités, la suralimentation favorise l’obésité, et elle influe probable- 
ment sur le nombre de cas de diabéte qu’on y rencontre. 


Il faut dire toutefois que bien peu nombreuses sont les régions ow la surali- 


mentation ou la surabondance de soins sont la cause de maladies. Le contraire est 
infiniment plus courant. 


C’est Florence Nightingale qui a dit un jour qu’il s’en fallait de peu pour qu’elle 
regrette les découvertes de Pasteur et de Lister. Elle craignait en effet que les médecins 
ne songeassent plus désormais qu’aux microbes et qu’ils oubliassent l’importance de la 
propreté, de l’air pur et d’une saine alimentation. Les événements ont démontré qu’elle 
avait entiérement raison. I] y a cependant lieu de croire que nos médecins commen- 
cent a se rendre compte 4 nouveau de l’importance pour la santé et le bonheur des 
étres humains, d’un régime alimentaire approprié, tout comme ils commencent a 


attacher une trés grande importance au travail des infirmiéres, tant 4 l’intérieur qu’en 
dehors des hépitaux. 
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Ernahrung und die Krankenschwester 


von 


Miss CICELY D. WILLIAMS, B.A., D.M., F.R.C.P., D.T.M. & H. 


“Nurse,” das englische Wort fiir Krankenschwester, ist von “ nourish ”— 
“ernahren ” abgeleitet, und auf dem Gebiete der Ernahrung liegt in der Tat der 
wichtigste Wirkungskreis der Krankenschwester. 


Sie geht bei dem Ernahrungsproblem von zwei Gesichtspunkten aus u. zw.: erstens 
Ueberwachung der Nahrung und Ernahrung der unter ihrer Obhut Stehenden um deren 
Genesung zu férdern; zweitens—Belehrung des Patienten, wie er sich ernaéhren soll um 
gesund zu bleiben. 


Das liesse sich also bezeichnen als erstens: “ Heilung durch Ernahrung,” zweitens 
als “ Krankheitsverhiitung durch Ernahrung.” 


Eine der gréssten Tragédien der modernen Medizin ist, dass sich vor einigen 
Jahren eine Bewegung entwickelte, die eine Teilung dieser beiden Funktionen 
befiirwortete, namlich: zwei gesonderte medizinische Abteilungen, jede mit eigenem 
Pflegepersonal. 


Die Menschheit lasst sich nicht rein mechanisch in Gesunde und Kranke einteilen. 
Richtiger ware es zu sagen, es gabe nur weing hundertprozentig Kranke und hundert- 
prozentig Gesunde. Im Leben der meisten Menschen gibt es Zeitspannen, lange 
Zeitspannen manchmal, in denen sie unter einem gewissen Prozentsatze von Krank- 
heiten oder Kérperbehinderungen leiden, wie geringfiigig oder verschiedenartig diese 
Krankheiten oder Behinderungen auch sein mégen. 


Gewiss: die Krankenschwester hat meistens den Heilprozess zu férdern, wahrend 
es der Gesundheitspflegerin oder Gemeindeschwester obliegt, vorbeugende (oder 
vielmehr konstruktive) Massnahmen zu ergreifen, um falsche Ernahrung zu bekampfen. 


Die Grenzlinie ist aber nicht scharf umrissen. Wichtiger ist es, sich dariiber im 
klaren zu sein, dass Arzt und Krankenschwester den Patienten wahrend seines 
Aufenthaltes im Krankenhause betreuen sollen, dass sie also sowohl den Heilprozess 
fordern als auch Vorbeugemassnahmen ergreifen sollen; der Arzt und die Gesundheits- 
pflegerin oder Gemeindeschwester hingegen sollen sich in gleicher Weise um den 
Patienten kiimmern, der sich im eigenen Heim, befindet; auch ihre Mission ist die 
Foérderung des Heilprozesses und die Ergreifung von Vorsichtsmassnahem. 


Wenn der Patient im Krankenhaus weilt und die ernste Phase seines Leidens 
iiberwunden hat ist er Anregungen am zuganglichsten. Es ist daher wesentlich, dass 


54 
= 


OcToBER 1954 55 


ihm die Krankenschwester nicht nur die fiir ihn geeignete Nahrung verabreicht und 
sich auch darum kiimmert, dass er sie essen kann, sie muss itm auch klar machen, 
warum er gerade diese Nahrung braucht und wie er sich nach der Entlassung aus dem 
Krankenhause vor Riickfallen schiitzen kann; den Patienten in ein Krankenhaus 
aufzunehmen, sein Leiden auf kostspielige Weise zu heilen und ihn dann unmittelbar 
wieder in die Verhaltnisse zuriickzuschicken, die sein Leiden veranlassten, ist nicht 
nur eine Heuchelei, sondern auch keineswegs dkonomisch. 


Um ihre Arbeit wirkungsvoll zu verrichten muss die Krankenschwester, auch 
wenn sie nur in einem Krankenhause pflegt, unbedingt ausfindig machen, aus welchen 
Verhaltnissen der Patient stammt: sie muss tiber sein Heim, seine Familie, seine Arbeit 
Bescheid wissen: sonst hat die ganze Belehrung keinen Sinn. 


Eine ganz besonders grosse Verantwortung iibernimmt die Kinderpflegerin in einem 
Krankenhaus: denn in der ganzen Welt sind es hauptsachlich die Kinder, die an 
Gesundheitsst6rungen leiden, die durch falsche Ernahrung hervorgerufen worden 
sind. Und in vielen Teilen der Welt ist falsche Ernahrung nicht auf Unerlangbarkeit 
der Nahrungsmittel zuriickzufiihren, sondern auf die Unwissenheit der Eltern, die 
einfach keine Ahnung haben, was das Kind bendtigt und wie es gereicht werden sollte. 


Daher ist es notwendig, dass, ehe ein Kind vom Krankenhause entlassen wird, 
die Mutter voll und ganz versteht, wie seine Ernahrung zusammengesetzt werden soll 
und bereit ist, ihm diese in richtiger Form zu verabreichen. Einer der grossen 
Vorteile der Krankenhauser, die mit dem kranken Kinde auch die Mutter aufnehem, 
ist, dass Aerzte und Krankenschwestern der Mutter durch Vorfiihrung die Ursachen 
von Krankheit und Genesung zeigen kénnen und sie gleichzeitig dazu anhalten, bei 
Zubereitung und Verabreichung der richtigen Speisen zu helfen. 


Der verstorbene Sir James Spencer hat einige der gréssten Beitrage zur 
besseren Verstaéndigung der zu Erkrankung und falscher Ernaéhrung des Menschen 
fiihrenden Einfliisse geliefert und gezeigt, wie sich dieselben Einfliisse in den Dienst der 
Heilung stellen lassen. 


Ein grosser Teil der Popularitat, derer sich gewisse, nicht orthodoxe, imedizinische 
Behandlungsweisen wie z. B. die Naturheilkuren und ahnliche. aus dem Ausland 
kommende, Naturphilosophien erfreuen, und die damit erzielten Erfolge, sind darauf 
zuriickzufiihren, dass auf die Wichtigkeit der Ernahrung der Patienten, und der 
Ueberwachung der Ernahrung besonderer Nachdruck gelegt wird. 


Natiirlich gibt es viele ausgezeichnete Biicher iiber richtige Ernahrung; Schulen 
und Hochschulen befassen sich damit; viele Plakate und erbauliche Broschiiren handeln 
davon. Aber trotz all der in letzter Zeit aufgetauchten und recht kostspieligen “Augen- 
und Ohren-Behelfe” lernt der Mensch doch am meisten und leichtesten durch 
personliche Belehrung. Die Krankenschwester, die—und oft lange—mit dem Patienten 
in direkten und persénlichen Kontakt kommt ist eben der beste Ratgeber. Sie ist 
wichtiger als alle “Augen-und Ohren-Behelfe” und Broschiiren zusammen. Oft 
kann sie einem schwer erkrankten Kinde das Leben retten, wenn sie es dazu bringt, im 
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richtigen Augenblick das Richtige zu essen. Und gelingt es ihr, eine achtlose Mutter 
dazu zu bewegen, die richtigen Nahrungsmittel zu besorgen und sie fiir die Familie 
zuzubereiten, dann kann sie mehrere Leben retten und eine ganze Anzahl von Krank- 
heiten verhiiten. 


Leute, die nie unter Nahrungsmittelverknappung litten, kénnen sich nicht 
vorstellen, wie stark das Verlanger nach Essen sein kann. Menschen, die nie in 
fremden Landern lebten und sich an den Konsum unbekanner Nahrung gewohnen 
mussten, kénnen nicht erfassen, wie man sich nach dem gewohnten Essen sehnt. Dieses 
Verlangen ist nicht nur rein gefiihlsmassig: es ist auch physiologisch begriindet. Man 
gebe einem Menschen seine gewohnte Diat und er wird zunehmen und mehr Arbeit 
verrichten kénnen als mit einer Diat, die zwar die gleiche Zusammensetzung und die 
gleichen Kalorien enthalt aber aus ihm ungewohnten Nahrungsmitteln besteht. 


Dieser Faktor, d.h., die gewohnte Nahrung, ist besonders in der Kinderpflege uner- 
hért wichtig. In vielen Teilen der Welt macht sich haufig Proteinunterernaéhrung 
bemerkbar. Eine der wirksamsten Behandlungsmethoden gegen dieses Leiden ist, 
dem Kinde Milch zu verabreichen. Aber vielleicht ist das Kind nicht an Milchtrinken 
gewohnt: dann wird es sich entweder dagegen strauben oder die Milch erbrechen. 
In solchen Fallen verabreiche man die Milch lieber nicht als Getrank, sondern mische 
sie in Form von Milchpuder in den Reis-“ kanji,” den Bananen “ matoke,” oder den 
Kornmehl “ posho,” oder woran sonst das Kind gewohnt ist. So wird sie dann 
wahrscheinlich bereitwilliger genossen und leichter verdaut. 


Es ist bei der Ernahrung wie bei allem andern im Leben: “ Man lasse den Vers- 
tand walten.” Auch iibergrosse Vorsicht und allzupeinliche Beobachtung der Details 
kann zu falscher Ernahrung fiihren. In einer der Gemeinden, die ich besuchte, 
begegnete ich u.a. einer ganzen Reihe von Asthma-und Ekzemfallen. Wenigstens 
einige der Doktoren schrieben diese der Tatsache zu, dass die Gemeindeschwestern 
ihr Augenmerk so stark auf Baby-Ernahrung gerichtet hatten, das Allergien und 
nervése Spannungen in der “ Mutter-und Kind-Beziehung ” entstanden. 


Anderswo wiederum hat Ueberfiitterung Fettleibigkeit zur Folge, die wahr- 
scheinlich eine Rolle bei den haufig auftretenden Fallen von Zuckerkrankheit spielt. 


Es gibt jedoch nicht allzuviele Platze auf der Welt, wo Ueberernahrung und 


allzugrosse Vorsicht fiir Krankheiten verantwortlich sind. Das Gegenteil ist weit 
haufiger der Fall. 


Es war Florence Nightingale, die sagte, dass sie die Entdeckungen von Pasteur 
und Lister beinahe bedaure. Sie fiirchtete, von nun an wiirden die Doktoren nur an 
Bazillen denken und die Wichtigkeit von Reinlichkeit, frischer Luft und guter Nahrung 
iibersehen. Sie hatte tragisch recht. Aber vielleicht beginnt die medizinische Fakultat 
wieder zu wiirdigen, wie sehr Gesundheit und Gliick von richtiger Ernahrung abhangen 


wie sie ja auch wieder lernt, sich auf gute Pflege innerhalb und ausserhalb der 
Krankenhauser zu verlassen, 
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The Care of Old People 
by 
E. B. BROOKE, M.A., F.R.C.P., D.P.H., 
Consulting Physician, Southampton Group of Hospitals 


THE PROBLEM 


The problems of an ageing population are not confined to any one country. If 
the appalling tragedies occurring among old people are to be solved without a break- 
down in the economic life of the nation, there is an urgent need for clear thinking 
and a fresh outlook on the whole subject. 


The traditional solution in the past of the medical and social needs of old people 
has been by the provision of institutional care, whether in communal Homes or 
Hospitals, to which the aged and the aged sick were admitted as a permanency. When 
beds were more plentiful and applicants fewer, the rightness of such a solution was 
not seriously challenged. Since the war, in many countries, men and women over 


retirement age already form one seventh of the total population and the percentage is 
soon likely to be still higher. 


The tragedy of the aged patient in urgent need of full medical and nursing care, 
for whom no hospital bed can be found, is all too frequent. At the same time, the 
beds in acute hospitals needed for the treatable sick of all ages are tending to become 
“ silted ” by elderly patients no longer in need of such facilities, either because they 
cannot be looked after at home or because they are deemed unsuitable for Homes for 
the able-bodied aged. There is an understandable reluctance on the part of hospitals 
to admit the elderly because it may ultimately prove impossible to discharge them. 
Surely the only criterion for admission to an acute hospital should be the need for 
its specialised facilities, irrespective of the patient’s age. 


Thus it will be seen that the hard core of the problem is not age per se, but 
infirmity which calls for long-term care. In Britain, the recent social legislation, with 
all its many benefits, has tended to leave many of the aged in a tragic administrative 
No-Man’s Land. Acutely ill old people may be unable to obtain admission to hospital 
where beds are blocked by others who could be discharged to simpler and less 
expensive accommodation. Hospitals and Welfare Homes are now the responsibility 
of different authorities. The latter are not staffed to deal with old people whose 
infirmity calls for some degree of constant nursing supervision and it is only a matter 
of time before the present Homes for the so-called able-bodied aged are found to be 
a misnomer. As their present residents grow older and more infirm, the need for 
more skilled nursing supervision will become increasingly apparent. 


A solution for the infirm old people, wrongly occupying hospital beds and 
unsuitable for old age Homes is to be found in what are often known as “ Half-way 
Houses,” where old people, frail but not wholly bedfast, can receive adequate care. 
Medically, they would still be under the supervision of the hospital’s physician and 
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they could be readily re-admitted to hospital when need arose. Some “ Half-way 
Houses ” of this type have already been provided through the King Edward Hospital 
Fund for London and in them infirm old people are housed under more homely 
surroundings than can prevail in any hospital ward and this is achieved at one third 
of the cost of maintenance in hospital. Thus, what is good humanity is also found to 
be good economics. 


The International Gerontological Congress held in London in July 1954, attended 
by some five hundred delegates, has done much to focus public attention on the 
urgency of the problem and to promote better co-ordination of services for the care 
of old people. It is encouraging that the growing number of old people is now being 
matched by a growing awareness of their needs. Shortage of money, shortage of beds 
and shortage of nursing staff had begun to produce a sense of defeatism, which is quite 
unwarranted. The problem is eminently solvable, but can only be solved by co-ordi- 
nation of the work of all agencies, both statutory and voluntary. Unsolved, it will 
ultimately overwhelm our Health Services. 


THE SOLUTION 


It is then in the home, both in the interest of the nation’s economy and of the old 
people themselves, that the solution must be sought. No less than 97% of all old 
people do in fact already live an independent existence in their own homes. Our aim, 
therefore, must be by well co-ordinated use of all the services, both statutory and 


voluntary, to keep as many of them there as possible, permanently and under the care 
of their own doctor. They must be enabled to remain there, well, unneglected, free 
from fear and loneliness and as far as possible occupied and self-reliant. This can be 
achieved by a full development of the domiciliary services and these services will 
ultimately depend on the backing of the acute hospital itself. Rightly used, the hospital 
bed must be reserved for short-stay admissions, so that there may be a steady turnover 
of patients actually in need of the specialised (and it must be added, highly expensive) 
facilities that can only be obtained in a hospital. 


The aged are not a separate species. Their needs do not differ in kind from those 
of other age-groups, but only in degree. All age-groups have three needs in common: 
(a) the social needs of housing and finance, (b) those of acute illness and (c) the needs 
arising from long-term invalidism. In the aged, however, there is also a fourth need, 
that of infirmity, whether mental or physical. It is infirmity rather than age that is 
the root of so much unsolved misery to-day. Acutely ill old people are often denied 
prompt admission to hospital by others blocking acute hospital beds when no longer 
requiring the full services of the hospital. Some, whose convalescence and rehabilita- 
tion may be protracted, remain unfit for discharge for long periods; for some, the 
aftermath of an acute illness may have brought on a permanently lowered standard of 
health, which renders them too infirm for return to their own home conditions or for 
acceptance into a Home for the able-bodied aged; others may have failed to respond 
to treatment and become permanently bedfast invalids. The latter will require 
transfer for continued care to a long-stay annexe, staffed to give full nursing care, 
while the needs of the infirm who cannot be cared for at home should be met by the 
provision of rest homes under skilled nursing supervision and adequately staffed with 
attendants by day and, equally important, by night. 


' 
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Finally, let us consider those patients who are slowly recovering and those 
awaiting vacancies in old-age Homes. Here, “ Half-way Houses ” have already shown 
their invaluable contribution. They might well be regarded as the lynch-pin of any 
co-ordinated scheme for the care of the aged sick. In essence, a “ Half-way House ” is 
a specialised old-age Home, but one more generously staffed and thus able to take 
patients earlier out of hospital, when they are no longer in need of full nursing care. 
For them, convalescence is often accelerated under more homely surroundings. Some 
of these patients will need to remain indefinitely, but the aim must be the principle 
of short-stay admission if, like the hospital, all who need it may benefit from it. Simple 
treatments can be carried out in these Homes and, while the staff will cater for 
patients who are usually able to get up, the only criteria of unsuitability for admission 
will be permanent bedfastness, habitual incontinence and marked dementia. Here, 
too, old people may be accepted for short periods to give relatives in need of a holiday 
some temporary respite. 


So it may be seen that the five props upon which accommodation for old people 
rests are: — 


(1) Their own home (permanent). 

(2) The communal Welfare Home and Rest Home (permanent). 
(3) The Long-stay Annexe (permanent). 

(4) The acute Hospital Unit (short-stay) and its short-stay annexe. 
(5) The Half-way House. 


It is recommended that for a population of 250,000, some 50 beds in the acute 
hospital unit will be necessary, backed by 250 beds outside the hospital in Long-stay 
Annexes and Half-way Houses. 


Great advances have been made in Great Britain largely inspired by the work of 
Dr. Marjory Warren, in the rehabilitation of the aged; but it is from the field of 
preventive medicine that the greatest dividends must be expected in the future. It is 
not mainly with the hospital, all important as its contribution to the care of old people 
must always be, but with the extra-mural and domiciliary health services that the lion’s 
share of work rests. Though the social needs of the aged may predominate, there is 
always some medical background and the family doctor must continue to steer the 
ship with the help of the home nurse, provided the hospital does not leave them and 
the relations to carry the burden longer than is reasonable. 


So that a prompt response can be made in cases needing in-patient assessment, 
treatment and nursing care, it is an essential feature of the scheme that there shall be 
one physician of consultant status responsible for the hospital unit, the long-stay 
annexes and the half-way houses. His advice should always be available to old people 
in permanent Homes and Rest Homes. A member of the medical team from the 
hospital should, in all cases referred by the family doctor, pay an initial domiciliary 
visit, accompanied by their almoner or social worker, so that there may be a uniform 
assessment of the patient’s social and medical needs. Only thus can the right priority 
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of urgency for admission to hospital be estimated. Priority will be given (1) to those 
in need of treatment or investigation not able to be carried out except in hospital, (2) 
to those in need of terminal nursing care, who would otherwise die in distress at home 
and (3) to bedfast invalids, whose relatives have earned a holiday. 


Since the recent social legislation in Britain, the scope for voluntary workers 
among old people is greater than ever and their response to the growing needs is 
unfailing. Briefly enumerated, the many fields of voluntary activities include clubs, 
homes, visiting, shopping, home library service, chiropody, mobile meal service and 
holiday schemes. Besides old age Homes, the statutory provision of domiciliary 
services to old people includes home-nursing, home helps and, sometimes, night 
attendants, laundry schemes, transport, supplementary pensions and grants to voluntary 
bodies providing meals and recreation for the aged. 


Justice cannot be done in this article to the consideration of the two most distres- 
sing conditions met with in old people, incontinence and senile dementia. A plea, 
however, must be made that there be the same approach to the problem of all elderly 
patients, whether deteriorating physically or mentally. All should first be seen in the 
home by the same hospital medical team. In this way, it is possible that certification 
may be avoided in all but the most noisy and restless cases of dementia. 


In conclusion, it is hoped that by a centrally kept register of old people and by the 
institution of standing liaison committees of all engaged in this work, the existing gaps 
in our services for them may be overcome and that in their own homes we may be 
able to meet adequately most of their needs. 


Health Services in the Pacific Islands 


A Report prepared by Members of the National Public Health Committee of the New 
Zealand Registered Nurses’ Association, 1953. 


The New Zealand Registered Nurses’ Association presents this paper in the hope 
that it will be, not only of general interest, but of particular interest to the people of 
the Islands who have shown themselves to be willing pupils of western health teachers 
in the past; and as they become health leaders in their own Islands, may find the 
material collected here useful for reference in future planning. 


The material was collected in two ways: firstly by a formal questionnaire sent 
to the present Directors of the Medical and Nursing Services, and secondly by letter 
from nurses who had pioneered the services in some of the Islands. From the first 
we were seeking up-to-date statistical material, and from the second something of the 
early health problems of the Islands—often due to the impact of western civili- 
zation—and how modern health services sought to overcome them. 


The questionnaire was framed to cover all Islands. Some of the questions were 
not applicable to all, so it was decided therefore to use the material collected to write 
of each Island Group separately, rather than tabulating the replies. 
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In the South Pacific there have been measures of close co-operation to assist the 
health services of the various Island groups for many years. The first of these steps 
was the establishment of the Medical School at Suva to train Island boys as Assistant 
Medical Practitioners. This School is described in the section dealing with Fiji. 
The second step was the establishment of the Leprosarium at Makogai to serve this 
area. This leper colony is maintained by the Fiji Administration but each authority 
pays a contribution for patients from its area. The nursing is carried out by the 
Sisters of the Missionary Order of Mary. The colony is well known as being one of 
the best Leprosariums with excellent results. This disease has been widespread in the 
South Pacific but is gradually being brought under control with better case finding. 
The third step was the formation of a South Pacific Health Board consisting of 
representatives of the Fiji Administration, Western Commission governing the British 
Solomons, Gilbert and Ellice Islands, the Hebrides and Tonga, New Zealand repre- 
senting the Cook Islands and Western Samoa. The work of this Board is to advise 


co-ordinate and stimulate the various health services. Since its inception, new 


policies, better training schemes and several pieces of research have been inaugurated. 


The South Pacific Health Board works in the closest liaison with the South 
Pacific Commission and carries out various schemes on its behalf. 


The World Health Organization recommends that health services should be 
developed according to the needs of the country and island, and that peoples of the 
country should be consulted so that they may take part in any future development. 
These principles are being closely followed, each new measure is discussed with the 
group chiefs and local assembly before being implemented. Voluntary effort in the 
raising of funds for particular services is encouraged. 


In fact in every way the people are being trained gradually to assume respon- 
sibility for their own services including its supervision. New Zealand nurses have 
been in a privileged position in being the guide, philosopher and friend of these new 
services and seeing them slowly and surely develop. 


THE FIJI ISLANDS 


Fiji consists of two large islands, Viti Levu and Viti Vanu and numerous small 
islands to a total of approximately 400, scattered over a wide area of ocean. The 


population is approximately 220,000 of whom 100,000 are Fijian and Melanesian 
races, and 120,000 Indians. 


The first doctor came to Fiji in 1876. Later he became Colonial Secretary, and 
still later, acting Governor. Levuka was then the capital of Fiji and it was there the 
first hospital was built. In 1882 the sick were cared for in this hospital by an 
untrained nurse who worked under the direction of the Medical Officer. 


With the removal of the capital to Suva, the hospital too was removed and 
re-built there. The records state that in 1886 the wards of the hospital were under 


the management of a Government official, Mr. Coales, the work being done by long- 
term prisoners. 


INTERNATIONAL Nursinc REVIEW 


In 1892 the first qualified nurse came from England to be Matron of what was 
then called the Colonial Hospital. 


In 1893 the training school for nurses was commenced by the introduction of one 
pupil nurse. This step was taken to meet the growing requirements of the hospital. 
In 1894 another pupil commenced training this being Miss Mary Anderson, who 
afterwards became Matron. (Miss Anderson who lives in retirement eight miles from 
Suva is still keenly interested in all nursing activities). 


Hospitals: The Colonial War Memorial Hospital (250 beds) was opened in 1923 
as a memorial to the sons of Fiji who fell in World War 1914-1918. It has had 
various additions since then and in 1936 a new laboratory was completed, the 
Rockefeller Foundation donating £3,700 towards the building and equipment. A 
steam laundry and hot water system was added in 1939 doing away with the in- 
adequate method of sterilization by primus stoves. The Chest Hospital has 250 beds 
and is used almost entirely for tuberculosis patients. It was taken over for chest 
purposes from the Military authorities in 1945. 


Lautoka Hospital is the second training school for nurses which started from a 
very small beginning, and has from time to time been added to—it is staffed by a 
Matron, European Sisters and local pupil nurses. 


In addition there are hospitals at Labasa and Levuka and 16 smaller hospitals 
staffed by local nurses. 


Assistant Medical Practitioners: Although we know how important it is to make 
people independent through the delegation of responsibility to them as actual workers, 
it must be admitted that the first introduction of native workers in the public service 
of the Pacific Islands came about through reasons of economy rather than a full 
realisation of the soundness of the idea. 


The men of Fiji were first called upon to assist in the medical work, their use 
being as public vaccinators against smallpox, which threatened the race: with 
extinction. Later these men were trained to the higher responsibility of workers in 
the field of general medicine and were given the title of Native Medical Practitioners. 


The medical training of Fijians commenced in the year 1886 at the instigation 
of Dr. (afterwards Sir) William McGregor who was then Chief Medical Officer. In 
1875, the year following the Cession of the Fijis to the British Crown, a devastating 
epidemic of measles swept through the Colony, and killed 40,000 of the estimated 
160,000 inhabitants. Three years later the first Indian immigrants arrived in Fiji 
and the dangers of smallpox and other epidemics became apparent. With few 
medical officers at his command, a large population to serve and a large stretch of 
island country to cover, Dr. McGregor decided to train selected Fijians. In the words 
of an official paper laid before members of the Legislative Council in 1883, these 
Fijians— 

“. .. . after completing a course of practical instruction in the hospital, 
including nursing, may be sent out to assist in healing the sick and arresting the 
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progress of disease .. . . These students will also be taught to vaccinate and it is 
probable that those among them who evince any aptitude or inclination for it 
may be taught to dispense the simpler form of medicines.” 


And thus was born the Fiji Medical School, the first Native Medical Practitioners 
being given their certificates in 1888. 


In 1928 the School entered a new phase. Other Island Groups had become 
interested in the Fiji Medical School and at the instigation of Dr. S. M. Lambert, 
Fijian Representative of the Rockefeller Foundation, six other Island administrations 
decided to join forces with Fiji in establishing a new Central Medical School. 


The six groups which joined with Fiji were Tonga, Solomon Islands, New 
Hebrides, Gilbert and Ellice Islands, Western Samoa and Cook Islands. Australia 
later became interested and sent students from Nauru, Papua-New Guinea; and the 
United States sent students from American Samoa. Since the establishment of the 
Central Medical School in 1928, a further 183 students have graduated and have 


returned to their Island homes, scattered over 6,000,000 square miles of the Pacific, 
to practise their profession. 


The course of instruction, previously of three years, was increased to four in 
1931, and it consists of six months of science (biology, chemistry and physics); 12 
months of anatomy and physiology, and two and a half years of clinical work in the 
hospital wards, together with lectures in medicine, surgery, obstetrics and other 
medical subjects. The course is a comprehensive one, but naturally falls short of 


the full medical course of a University. For all practical purposes it meets the needs 
of the territories concerned. 


In 1946 the name “ Native Medical Practitioner” was changed to “ Assistant 
Medical Practitioner.” 


Nursing Service: When hospitals were first started in Fiji they were staffed by 
untrained European women, then by English trained nurses, next by Australian 
registered nurses with the assistance of Fijian girls who did one year’s training. In 
1934, New Zealand became responsible for the secondment of European sisters and 
for the general supervision of the Nursing Service. At this period there was a 
European Training School giving a three years’ course, and a Fijian training of 
one year. It was decided to terminate the small European school so that a better 
training could be given to the Fijians; and a three year course was commenced, 
arrangements being made that Europeans be trained in New Zealand. Scholarships 
were granted to prepare Tutor Sisters both in Canada and in New Zealand. Education 


authorities were urged to give Fijian women a better general education as a basis 
of training. 


Teaching equipment was provided, and finally a programme was begun to 
qualify Fijians to care for their own people either at hospital or in their own homes 
so that preventive and curative medicine should be initiated. 
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At Lautoka the training for nurses remained a one-year course until 1945. A 


full-time tutor sister was then employed and the training was (made the same as at the 
Colonial War Memorial Hospital. 


Child Welfare: An accurate date for the commencement of Child Welfare work 
cannot be fixed, but there are certain important events which mark stages in its 
evolution. The first of these occurred with the publication in 1895 of that most 
illuminating document which is officially styled the “‘ Disease of the Native Popu- 
lation,” of which a great part is devoted to the study of the Fijian mother and infant, 
and to the customary observances which it is thought might be adversely affecting 
either mate:nity or the health of the child. The second event was the opening of a 
nursing school in 1907 through the far-sighted wisdom of Miss Mary Anderson, 
R.R.C., for the training of Fijian women as district midwives. 


In 1907 the first Fijian Obstetric Nurses went out into the villages to try and 
help the Fijian mothers and babies. They worked under the Native Department and 
with the Native Medical Practitioners. They did not go amongst the people as much 
as the nurses do today, because the Fijian people were not used to nurses and the old 
ladies resented them. The old customs were not always good and the nurses had 
gradually to stop the bad ones and let the better ones remain. For instance, the 
village would gather at the house where the woman was confined and for four days 


and nights would sing and make merry which, of course, was very tiring for both 
mother and child. The custom too, four days after the confinement, of taking the 
mother from her bed to the river in which she stood at least to her waist in water 
while being vaginally examined was also bad. This caused many women to die and 
was one of the customs which had to be stopped. The Fijian nurse gradually did 
more amongst the people, and was accepted as part of their life. 


In 1927 the Fijian Government decided to promote Child Welfare work under 
the Native Department and invited Mrs. Suckling, a New Zealand registered nurse, 
the wife of a missionary in Fiji, to commence this work. A beginning was made in 
Tavenui, one of the smaller Islands, with two Fijian girls to help. Gradually the 
work extended with the appointment of additional European and Fijian nurses. 


The Fijian mothers and babies were the nurses’ chief concern, but anyone who 
was sick was treated and cared for whether they were men, women or children. 
Prayer was used a good deal and this was one of the most useful means of obtaining 
the confidence of the Fijian mother. 


When the nurse wanted to visit a certain village she had to notify the District 
Commissioner, who notified the Buli and he notified the Turaga-ni-Koro, who told the 
people of the village to have their children ready and brought to a certain house at 
acertain time. This routine must still be carried out today. 


In 1928, Dr. Roberts, the wife of the American consul, did much to stimulate 
this work and to help get active women’s committees working in other areas. 
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Travelling was very difficult in those days as roads were very few and motor 
transport almost nil. There was very little money to hire punts and so a great deal 
of travelling had to be done on foot. As a result the nurses stayed for perhaps a week 
at each village and did all the work they could before moving on to the next one. 


Little school work was done as the European nurses could not get to the schools 
very often and the native nurses were afraid of the schoolmasters. 


The first work done by European nurses in the villages was to some extent linked 
with the Mission work, which gave the nurse a better standing. It was not considered 
right for a woman to travel about on her own, but if associated with a mission it was 


quite all right. By this means the Fijian got accustomed to the nurses and learned 
to look to them for help. 


In 1943 the child welfare work was transferred to the Medical Department and 
became organised as a modern Public Health nursing programme. The main Islands 
were divided into districts, each district having a European Health Sister with a 
number of Fijian nurses under her. Each Fijian nurse has her own area which will 
include a number of villages where she will hold ante-natal and infant welfare clinics, 
undertake midwifery, supervise the school, any tuberculosis cases and any other 
duties assigned to her. In Suva and Lautoka, clinics are established with a nurse in 
attendance at regular hours to see patients, the suburbs being visited by a travelling 
clinic. The nurse’s monthly reports are the basis of the District reports. 


In recent years much has been done to improve the standard of the work by 
means of improved training for all health workers by staff education both within and 


without the hospital, and by a modern tuberculosis programme. The results of this 
have shown a marked decrease in all the vital statistics. 


Nursing Staff, 1950: 


European 
Trained local nurses 
(Fijian and Indian), 203, of whom 100 are engaged in district work. 
Pupil local nurses 


(Fijian and Indian). 167. 


60, of whom 6 are engaged in district work. 


Infant Death Rate: 


Fijians: 1932 


100 : 1950 = 60 


Indians: 1932 


Tuberculosis: 


An extensive case-finding programme was inaugurated in 1946 by means 
of Mantoux tests and X-Ray examinations. B.C.G. vaccination has been 
begun on a mass scale. It is too soon to see the effects of this programme. 
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WESTERN SAMOA 


Western Samoa consists of four Islands, two large and two quite small. Its 
people are Polynesians, intelligent, but owing to the fact that food is grown easily, 
they are not naturally hard working. Their society is a communal one, centred on 
their villages. 


Before 1914 the Islands of Western Samoa were German territory and although 
a hospital was established in Apia in 1902 and a system of training native personnel to 
work in it, nothing really very accurate is known of the services, except that they were 
apparently almost entirely for the benefit of the European community and the con- 
tracted labour (largely Chinese and Melanesians). 

In 1920 when the Islands became New Zealand Mandated Territory, a Health 
Department was set up which marks the extension of the Health Services to the Samoan 
people themselves. A few years later the first local recruits were sent to Fiji to train 
as assistant medical practitioners with the object of subsequenlty returning to Samoa 
to become an integral part of the Health Services. 


Since 1920 the Health Services have extended to include all the Islands in the 
Group—Upolu, Savaii, Monono and Tokelau Islands. 


In 1930 there were: — 
125 available hospital beds. 
9 European registered nurses. 
38 Samoan nurses in training. 
In 1952: — 
264 available hospital beds. 
12 European registered nurses. 
100 Samoan nurses in training. 
27 Samoan nurses—trained. 


In 1924 a survey of hookworm and yaws was made by the London School of 
Hygiene and Tropical Medicine. 


In 1925 the New Zealand Government arranged a survey of Infant Welfare and 
as a result Women’s Committees were set up. These Committees are an outstanding 
feature of the Health Services of the Islands and contribute as important a part as any 
other factor. Each village has its own Committee of Women who have their local Assis- 
tant Medical Practitioner and Samoan nurse to act as guide, and if necessary, leader. 
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In fact, the whole life of the women of these Islands is bound up in these Committees. 
They have the welfare of the children and the cleanliness of their village as their 
special objects and also help with the care of the sick in the village and with procuring 
sanitation facilities. Membership of the Committees is unrestricted and any woman 
living in the village is a member, and although politically they have no power their 
opinions in the control of village affairs are not overlooked and are indeed frequently 
heeded. Health education programmes are conducted at Committee Meetings by the 
Samoan nurse or by the Assistant Medical Practitioner, and the Superintendent of 
Nursing for these Islands is looked upon as Head of all Committee work and her 
periodical visits to their villages are more than welcomed. 


In 1932, a yaws campaign was carried out under the Rockefeller Foundation, 
the result of both this and the 1924 hookworm campaign being that extensive curative 
services for these diseases were established and are still carried out with full co- 
operation and attendance by the Samoan people and the Women’s Committees. 


Recently a Nutritional Survey was carried out by the New Zealand Government. 
The Samoan people are at a stage in their progress where many are leaving the food 
and customs of their ancestors for that of the European. This is not always good. 
For instance, bread, rice, flour (refined products) are in some areas taking the place 
of taro, breadfruit, banana; jams and pickles are taking the place of cocoanut relishes. 
A large bag of drinking cocoanuts used always to be kept by the side of a woman in 
labour—this is no longer done but no other fluid is put in its place. These are only 
instances, and the problem is not yet widespread or acute. The survey was made in 
order to assess the value of local foodstuffs with a view to educating the people that: — 


(1) Where possible they should revert to their own type of food rather than 
endeavour to live on refined tinned European food as is becoming the custom. 


(2) Assistance would be given them in procuring suitable native foods at the 
weaning period of children. 


A comprehensive health education programme is part of the health services. To 
a small extent local customs and superstitions affect health teaching, but probably no 
more so than “ the old wives’ tales” of our own community a generation ago. The 
doctors, Superintendents of Nurses, sisters, local nurses and Assistant Medical Prac- 
titioners all take part by giving talks and demonstrations in the villages and schools. 


Radio talks are broadcast regularly and Women’s Committees receive monthly 
circulars on health matters. 


Posters, a few films and film strips are obtained from overseas to augment the 
small amount of equipment made locally, i.e., posters and models. 


There are no maternal mortality statistics for these Islands, but the incidence is 
not thought to be unduly high. 
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Infant Mortality per 1000 live births 1932 — 121 


Tuberculosis — incidence per 10,000 population 1932 — 16.7 
deaths 1952 — 8 


Syphilis — non-existent 
Yaws — high incidence. No available statistics. 
Hookworm — high incidence. No available statistics. 


Leprosy 1930 5 + 19 at Makogai. 
1952 1l + 65 at Makogai. 
the increase being due probably 
to more adequate case finding. 


Samoan girls readily come forward for nurse training which is held in very high 
respect, as a training for women, by the people of the Islands. 


The educational standard of the recruits is improving with local educational 
progress. Nurse training is at present designed to coincide with their theoretical 
ability and as this improves so will their standard of training be raised. As practical 
nurses, their value is high and their kindness to patients extreme. Modern medicine 
does, however, require highly skilled as well as kind, sympathetic personnel to carry 
out its programme. This higher standard is gradually being achieved, but until the 
educational standard is comparable with that of other countries, their training 
standard will remain at a lower level, this being in no way a reflection on the Samoan 
girls. 


Many girls marry during or after their training which takes three years. Some 
return and give useful service and even those who do not are not entirely lost to 


nursing as their presence and influence as members of Women’s Committees is 
definitely felt. 


Equipment for the training is adequate. Buildings and facilities are still not 
sufficient in quality or quantity but are being improved each year. 


While at the base hospital in Apia, which is the only school, nurses live in fales 
or native houses and some in cubicled dormitory type of European fales in their own 
compound. Their recreational facilities include tennis court, radiogram, film showings, 
and they participate in marching. They receive health supervision comparable with 
that of New Zealand nurses, i.e., tetanus, typhoid, and smallpox prophylaxis, hook- 
worm and yaws control and twice-yearly chest X-Rays for tuberculosis; a dental care 
when required with prophylactic examination annually. Any treatment they require 
is given by a European Medical Officer. 
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NIUE ISLAND 


Niue Island is situated in the South Pacific on the edge of a hurricane belt, 
although extreme hurricanes are rare. This Island is 350 miles south-east of Samoa 
and 580 miles west of Rarotonga. It is just over 100 square miles and is 13 miles 
long and 11 miles wide. As the Island consists of coral rock there is little or no soil, 
therefore growth is sustained by humus collected in the pockets of coral. This fact 
makes the problem of food and husbandry precarious. The people are Polynesian, 
intelligent and hard working. The Island is under the direct control of the New 
Zealand Government with a Resident Commissioner. The commencement of the 


health services was in 1911 by the appointment of a doctor, and the Matron of the 
hospital in 1922. 


The doctor had dispensary assistant boys from 1912 and in 1928 regular Assistant 
Medical Practitioners were appointed. In 1945 qualified Native Dental Officers were 
trained to take over school dental work. The Hospital (which was built for 16 beds) 
is required at times to accommodate 35-50 patients. There are two registered European 
nurses assisted by local girls, and one European nurse for district work. No definite 
health campaigns have been carried out but there has been a gradual development 
of health services over the years. At present tuberculosis is being fully investigated. 


In 1920 the New Zealand Red Cross donated £1,000 towards the cost of the first 
hospital and since 1915 the New Zealand Government has subsidised all medical 


services and the Island has been visited from time to time by medical and nursing 
officers from New Zealand. 


In 1937 Dr. Lambert of the Rockefeller Foundation visited the Island in his 
research on hookworm. 


The nutritional problem is mainly associated with school children, inadequate 
protein and fat being the greatest deficiences. The native foods, however. could give 
a complete diet if they were all used. Paw-paws—a splendid source of Vitamin C— 
are unfortunately alleged to cause scabies, and another custom which affects health is 
that most Niueans withhold fluids by mouth in all illnesses, thus resulting in dehy- 
dration on admission to hospital. 


Although Niue Islanders have worked as Nursing Assistants for many years, the 
Nursing School has only just been established (1952) with 12 students. The educational 
standard is very low, equal (approximately) to that of New Zealand Standard 3. There 
is one tutor-sister—a total of 14 staff to 35 beds—as yet no nurses have qualified and 
the future for them is unknown. One student nurse accompanies the European Infant 
Welfare nurse in her Mobile Clinic on her visits to the villages. 


Assistant Medical Practitioners train in Suva—then act as junior house surgeons. 


Assistant Dental Officers train in Suva and give free dental service to schools, 
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The Health Inspectors train in Suva and they watch sanitation, carry out 
mosquito control by spraying, supervise bush clearing and are now learning fumi- 
gation methods as practised in New Zealand. 


Health teaching is carried out by the showing of films at all villages and demon- 
strations and talks given by the Infant Welfare Nurse on her regular calls at the 
villages. Films and posters are secured from overseas and only simple local equipment 


is used. 


GILBERT AND ELLICE ISLANDS COLONY 


The Gilbert and Ellice Islands are made up of scattered atolls, the whole group 
being in the form of a rough triangle, which extends from 30° North to 11° South. 
Apart from the cocoanut and panaders nothing grows easily. Even fish is not always 
plentiful so the problem of food can at times be acute. These Islanders had a com- 
paratively early contact with the Western world and western disease took a terrible 
toll in the 19th century, but the population is increasing again as up to date health 
services penetrate throughout the group. 


The Health and Hospital services of this Group of Islands commenced about 1920 


and from 1925 native boys have been sent to Fiji to train as Assistant Medical Prac- 
titioners. 


Since 1930 when there were only three hospitals, a small hospital dressing station 
has been established on each atoll and there are now altogether 52 such hospitals on 
these Islands, the main one being at Tarawa which now has accommodation for 80 


patients. The small island out-station hospitals have accommodation for approximately 
12 patients. 


The Chief Medical Officer and his European nurses are situated at Tarawa. At 
Tarawa native girls and boys are trained as nurses and dressers to work in the small 


hospitals and there is no lack of recruits, about one in twenty being able to speak 
English. 


The atoll hospitals are staffed by these dressers and nurses although there are 
only five locally trained nurses at present available, the remaining staff all being male 
dressers. Originally the dressers were trained by the Assistant Medical Practitioners 
themselves and some are still being used to staff the smaller hospitals. However, since 
the training scheme has been commenced at Tarawa, the Assistants no longer train the 
dressers themselves, and those still employed that they have trained, are brought into 
Tarawa for a Refresher Course when it can be arranged. 


The aim is to have one nurse and one dresser to every three patients and two 


trained nurses to twenty four students (nurses or dressers) and at each Island or atoll 
hospital to have two trained nurses. 


The duties of the nurses are mostly obstetrical and child welfare work, while that 
of the dressers more general work. 
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There are twelve Assistant Medical Practitioners who travel from island to island 


doing general work; because travel facilities are so difficult it takes many months to 
make these visits. 


There is one trained Assistant Dental Officer who also travels around the islands. 


Equipment at the hospitals is inadequate, partly because of lack of finance and 
partly because of difficulty of transport. 


Yaws, filaria, tuberculosis, ameebic dysentery and leprosy are the chief diseases 
apart from those found generally in any community. 


Crop failure on the outlying islands causes nutritional problems, and lack of 
vitamins B and C in the diet is a problem at all times. Malignant malnutrition in 
children up to the age of four years is perhaps the greatest nutritional problem. 


The adult diet is fish, cocoanut and taro which, with the addition of “ toddy ” 
extracted from the flower of the cocoanut tree, forms their complete diet, thus 
supplying the vitamin deficiency. 


Housing is not a particular problem in the islands where an open platform type 
of dwelling is used. However, at Tarawa where the introduction of covered homes in 


imitation of the European is seen, it is expected slums may be created within a few 
years. 


Any record of the health of these Islands prior to 1947 was destroyed by the 
Japanese occupation and since then any figures are only approximate. It is considered 


the maternal death rate is very low and infant mortality very, very high. 


Tuberculosis claims 100 deaths in each 10,000 cases and as many as 30% of the 
population have some form of tubercular infection. 


80% of the population have yaws in some form and 50% filaria. 


Ameebic dysentery is most prevalent in the Gilbert Islands where there are 3,000 
cases in 10,000 population. 


Health teaching is only done on a very small scale. Local Government Committees 
teach disposal of waste, and supervise well digging and sanitation methods. 


Women’s Committees are taught the importance of cleanliness and the dangers of 
flies and mosquitos. 


At Tarawa only, ante-natal and child welfare clinics are held. 


Local customs and superstitions do not affect the health teaching that is done to 
any great extent. 
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Lunacy is still brought about by the casting of spells. 


Witchcraft is practised for curing purposes only when no other help is available 
or medical assistance has failed to relieve. 


The practice of abortion to keep the population within food limits is very skilfully 
carried out. 


The people are very co-operative in all health matters and are quick to realise the 
benefits of public health and are not opposed to new ideas. The recent introduction 
of babies’ cots made from the mid-rib of the cocoanut palm is proving readily 


acceptable and they serve the purpose of isolating the baby from infected grandmothers 
during its sleeping hours. 


BRITISH SOLOMON ISLANDS 


The Solomon Islands are a chain of seven large and numerous small islands which 
together stretch in an archipelago of some 600 miles from 5° to 11° south of the 
Equator. They are formed by volcanic mountains with dense vegetation and coral 
reefs with little but cocoanuts. Travelling is difficult owing to the distance between 
Islands and the lack of roads, and this adds to the problems of health services, 
particularly in the remoter Islands. The income of this group of islands has been 
very small and up to two years ago they were administered from Suva which made the 
control remote. Since the administration has been transferred to the Solomons it has 
been possible to develop much closer supervision and it is hoped in this way that the 
social services will be improved. 


There are one Central and three District Government Hospitals in this group as 
well as Mission Hospitals. 


The Government Hospital is staffed by three European nurses and native dresser 
boys. From 110 available beds in 1937 the number had increased to 207 in 1950. 


Reliable figures for the incidence of disease and mortality rates are not available. 
Malaria and yaws are the chief diseases. 


So far at the Central Hospital only men have been trained as dressers and nurses. 
This is partly due to the custom of the people and partly to the lack of education. At 
two of the Mission Hospitals a beginning has been made to train women, and some 
of these girls have been employed at the Central Government Hospital. As a rule, 
women are not employed and very few women enter hospital for treatment. 


The few native nurses who are employed live in the European Nurses quarters, 
purchase their own food from the hospital canteen and cook it themselves. 


Young men are employed as dressers at the hospital and under the supervision 
of European Nurses, do practically all the nursing. Those with more ability are sent 
to Suva to train as Assistant Medical Practitioners. 
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The standard of their education is low, more so on account of the fact that there 
was no school during the war years. In future they will be educated at Mission schools, 
as it is these schools which provide most of the education in the Islands. 


A yaws and hookworm survey, sponsored by the Rockefeller Foundation, was 


carried out in 1937, as was also a leprosy survey made in 1952; a Malaria survey 
has been made recently. 


Lack of vitamins in the diet is the chief nutritional problem. This could be over- 
come if the native foods were used to advantage. There has not been very much 
replanting of plantations since the War. 


In some parts housing presents a problem especially on the Island of Malaita, 
with its badly-ventilated and insanitary homes. 


An endeavour is made by the doctors, Assistant Medical Practitioners and dressers 


to give health teaching when touring the villages and hygiene lectures are given in the 
schools. 


Ante-natal and infant welfare clinics are held, but it is not known what 
co-operation is received. 


Social services in these Islands are in a very early formation period. The 
position is aggravated for European workers by the difficult travelling, living con- 


ditions and the prevalance of malaria, while the local population is not educated or 
ready to assume the responsibility. 


TONGA 


The Kingdom of Tonga forms a group of 150 Islands, only 40 of which are 


inhabitated—mostly they are of coral formation. The Islands are grouped into three 
main divisions. 


(1) TONGATAPU ISLAND. (Population 20,000). 


Vaiola Hospital—training school for Tongan nurses—70 beds. 


Mobile clinic for infant welfare work—pre-school clinics and ante-natal 
examinations. 


Medical Staff: European doctor = 1. 
Matron, N.Z.R.N. = 1. 

Hospital — Tongan Medical Practitioners 

District — Tongan Medical Practitioners 


Native nurses and student nurses. 


| 
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(2) HA’API. Hospital — 7 beds (Population 12,000). 


Staff: 2 Tongan Medical Practitioners. 
1 Tongan trained nurse. 


(3) VA VAU. (Population 13,000). 


1 Hospital. 

Staff: 1 European doctor. 
2 Tongan Medical Practitioners. 
3 Tongan trained nurses. 


The Health services in this group commenced in 1907 by the establishment of a 
hospital service. The Assistant Medical Practioner’s scheme began in 1933—and in 
1946 the first Health Sister was appointed. During the years 1940-1950, the hospital 
beds increased from 38 to 68, the nurses in training from 5 to 17 (now 22). 


Typhoid inoculations have been carried out annually since 1950—and in 1926 the 
Rockefeller Foundation conducted a hookworm campaign. 


The greatest nutritional problem in the group is the lack of first class protein, but 


if sufficient instruction in the use of native foods could be given, these would give a 
complete diet. 


The general set-up of the Tongan house with its floor of earth, covered by mats 
and often built in low-lying, damp areas, all create health difficulties. The impact of 
western diseases together with overcrowding and poor sanitation in some parts, . 
increases the problems. 


Health teaching is carried out at Church meetings, schools, at ante-natal, infant 
and pre-school clinics by the Health Sister and the Tongan Medical Practitioners. 
These talks are aided by demonstrations and illustrations—posters are obtained from 


overseas, but no local equipment is made. Local customs and superstitions which are 
dying hard, affect health teaching detrimentally. 


The Tongan “ medicine man ” is visited to ascertain whether it is a Tongan or 
Western disease which requires treatment. 


Nursing School: The educational standard for nursing is the Government’s 
Leaving Certificate and there are sufficient applicants for training. The staff consists 
of European Matron, 1; Tongan staff nurses, 7; student nurses, 22. 


After qualifying, the nurses do senior ward or district work in the various groups. 


There is one Health Sister in Tonga and four Tongan staff nurses on district work. 
They are supervised by the Matron. The Island is divided into districts—each district 
has a Medical Practitioner and a Tongan staff nurse in charge. 


General: The Tongan Medical Practitioners qualify at the Central Medical School 


in Suva, and are in charge of hospitals and rural dispensaries, tuberculosis control and 
public health. 
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Assistant Dental Officers are trained in Tonga by a European Dental Officer. 


Comparative figures show that there is no record available for maternal mortality 
or for infant mortality. 


Notifications of the causes of deaths are difficult, for many of the people die 
without being seen by a Tongan Medical Practitioner. 


Tuberculosis: Is a problem and a new 16-bed ward for this disease is being opened 
shortly. 


Free medical and hospital facilities are provided for all Tongans. Other 


nationalities pay a small fee—all Government employees, regardless of nationality, 
are entitled to free medical attention. 


The hospitals do not provide food or bed linen for patients so an attendant comes 
with the patient to cook the food required. In the grounds of the hospital there is a 


“ Tongan kitchen ” where the relatives do the cooking. This makes diets for specific 
diseases difficult. 


No domestic staff is employed in any of the three hospitals. 


RAROTONGA 


The Island of Rarotonga is one of the Islands in the Cook Group which has a total 
area of about 100 square miles. Rarotonga is the largest of these Islands and is only 
about 26 square miles in area. The total population of the Group, both Maori and 
European, is 15,000, approximately 6,000 of whom live on Rarotonga itself. 


The inhabitants are Polynesians known as Maoris, and the New Zealand Maori 
is closely related to them. 


This group of Islands was discovered by Captain Cook in 1777, although Raro- 
tonga, the largest and most important of these, was not discovered until 1823 when the 
Reverend John Williams of the London Missionary Society located it as a result of 


information and sailing directions supplied by some of his converts to Christianity in 
the other Islands of the Group. 


An Island Council governed the Group according to Native custom, until 1888, 
when at the réquest of this Council the Group was proclaimed a British protectorate 
and an Agent who was nominated and paid by the New Zealand Government was 
appointed as the British Representative. In 1900 the Islands were formally handed 
to the British Empire and made part of the Dominion of New Zealand. 


As early as 1896 the Island Council made provision for medical care of the inhabi- 
tants and a building was purchased as a hospital and opened about that year. It was 
under the administration of a European doctor. The patients mostly were cared for 


by their own relatives who escorted them to hospital and carried out such treatment as 
was possible. 
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From that date, the Health Services of the Island have continued to progress and 
advance, slowly but surely. 


In 1906 the first medical survey of the Group was carried out by Sir Maui Pomare, 
of New Zealand, who was then Health Officer to the Maoris in that country. He found 
that at that time there had recently been an epidemic of measles which had proved 
fatal to a large number of Islanders. Tuberculosis, although not alarming in its 
numbers then, was by no means uncommon, and was something to be feared in the 
future as the Islanders were coming more and more in contact with civilisation. 


Diseases common in European countries were to be found in small numbers 
amongst the people, and the tropical diseases of yaws, filariasis, were fairly common, 
and leprosy by no means unknown. Hookworm was found to be prevalent in a very © 
great many of the inhabitants. 


In 1915 under the provision of the Cook Islands Act, all Maori patients were given 
free medical and surgical treatment at the hospital and from that time on a new field 
began to open up in the Health Service for the Islanders. 


As early as 1912 there was one New Zealand Registered Nurse working at 
Rarotonga, and from 1920 New Zealand nurses were recruited for work in the Group 
and were appointed to Rarotonga as well as Aitutaki and Mangaia. New buildings 
were erected and a system of training of Maori nurses to work at the hospital com- 
menced in the early 1920’s. In 1926 when Dr. Lambert, of the Rockefeller Foundation, 
carried out a Health Survey of the Cook Islands, he found the hospital at Rarotonga 
well equipped for its purpose and well run. 


In 1934 the Tropical Nursing Services for the entire Western Pacific for which 
New Zealand was to be responsible in the future, was completely reorganised. The 
nurses had Infant Welfare and Public Health Nursing included in their training and 
the training itself put on a more organised basis. 


Women’s Committees have been established in the various villages for many years 
and have continued to function helpfully and advantageously for the health of their 
people, and have always received help and guidance from the Medical Department of 
the Hospital. These committees consist of the village women and are always highly 
respected by the villagers. 


Today there is a well run Health Service on the Island consisting of a hospital, 
which is in two sections—the Main Hospital in the township and a Sanatorium for 
tuberculosis patients three and a half miles away. The Main Hospital has 40 beds, 
six of which are reserved for maternity patients. The Sanatorium has 30 beds, and is 
built on modern lines and is situated on a hill overlooking the sea. 


There is a New Zealand Registered Nurse in charge of the Main Hospital and one 


in charge of the Sanatorium, each of whom has a European assistant and a staff of 
Maori girls. 
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A New Zealand Registered Nurse is appointed District Health Sister and super- 


vises the work of the Maori nurses working in the villages and with the Women’s 
Committees. 


Dressers, who are trained at the Hospital and Rarotongan Medical Practitioners, 
who are trained at the Central Medical School, Suva, are all part of the Health Admini- 
stration of the Islands, and the European staff guide and advise them in their work. 


There is still a good deal of malnutrition among the infants and the Health Depart- 
ment supplies free milk to all cases recommended by the District Nurse. Mass 
immunisation of school children is now carried out against tetanus, diphtheria, 
typhoid and whooping cough. Prospective mothers are encouraged to attend the 
Ante-natal Clinic and to enter the hospital for confinement—and this, together with the 


regular inspection of children and infants, is doing much to improve the standard of 
health of the people. 


Tuberculosis is being dealt with by the most modern drugs and a mass campaign 
for preventive measures is planned for the control of this disease. 


Native Health Inspectors have been trained to combat the mosquito which causes 
filariasis and their duties include the instruction of householders in the detection and 
treatment of mosquito and breeding places and the inspection of these places regularly. 


- Good results are being obtained from the extensive campaign which is being 
given for hookworm, which still affects almost the whole population. This is still a 


major problem, although efforts are being made to teach the people better hygiene and 
sanitation. 


The number of live births for the year ended March 31st, 1953, was: — 
Maoris = 645. 
Europeans 9. 


The number of deaths was: — 
Maoris 244. 
Europeans 2. 


Instruction in the prevention of disease is continuing all the time. Educational 
facilities for the people have been improved and are continuing to be improved for 
them year by year. As this is done, the people themselves are able to take a greater 
interest in their own health welfare and are gradually becoming more amenable to 
their responsibilities in this direction, and are anxious for their young people to play 
their part in the Health Services of the Islands by having them trained as dressers, 
nurses, health inspectors and medical practitioners. 
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From that date, the Health Services of the Island have continued to progress and 
advance, slowly but surely. 


In 1906 the first medical survey of the Group was carried out by Sir Maui Pomare, 
of New Zealand, who was then Health Officer to the Maoris in that country. He found 
that at that time there had recently been an epidemic of measles which had proved 
fatal to a large number of Islanders. Tuberculosis, although not alarming in its 
numbers then, was by no means uncommon, and was something to be feared in the 
future as the Islanders were coming more and more in contact with civilisation. 


Diseases common in European countries were to be found in small numbers 
amongst the people, and the tropical diseases of yaws, filariasis, were fairly common, 
and leprosy by no means unknown. Hookworm was found to be prevalent in a very 
great many of the inhabitants. 


In 1915 under the provision of the Cook Islands Act, all Maori patients were given 
free medical and surgical treatment at the hospital and from that time on a new field 
began to open up in the Health Service for the Islanders. 


As early as 1912 there was one New Zealand Registered Nurse working at 
Rarotonga, and from 1920 New Zealand nurses were recruited for work in the Group 
and were appointed to Rarotonga as well as Aitutaki and Mangaia. . New buildings 


were erected and a system of training of Maori nurses to work at the hospital com- 
menced in the early 1920’s. In 1926 when Dr. Lambert, of the Rockefeller Foundation, 
carried out a Health Survey of the Cook Islands, he found the hospital at Rarotonga 
well equipped for its purpose and well run. 


In 1934 the Tropical Nursing Services for the entire Western Pacific for which 
New Zealand was to be responsible in the future, was completely reorganised. The 
nurses had Infant Welfare and Public Health Nursing included in their training and 
the training itself put on a more organised basis. 


Women’s Committees have been established in the various villages for many years 
and have continued to function helpfully and advantageously for the health of their 
people, and have always received help and guidance from the Medical Department of 
the Hospital. These committees consist of the village women and are always highly 
respected by the villagers. 


Today there is a well run Health Service on the Island consisting of a hospital, 
which is in two sections—the Main Hospital in the township and a Sanatorium for 
tuberculosis patients three and a half miles away. The Main Hospital has 40 beds, 
six of which are reserved for maternity patients. The Sanatorium has 30 beds, and is 
built on modern lines and is situated on a hill overlooking the sea. 


There is a New Zealand Registered Nurse in charge of the Main Hospital and one 


in charge of the Sanatorium, each of whom has a European assistant and a staff of 
Maori girls. 
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A New Zealand Registered Nurse is appointed District Health Sister and super- 


vises the work of the Maori nurses working in the villages and with the Women’s 
Committees. 


Dressers, who are trained at the Hospital and Rarotongan Medical Practitioners, 
who are trained at the Central Medical School, Suva, are all part of the Health Admini- 
stration of the Islands, and the European staff guide and advise them in their work. 


There is still a good deal of malnutrition among the infants and the Health Depart- 
ment supplies free milk to all cases recommended by the District Nurse. Mass 
immunisation of school children is now carried out against tetanus, diphtheria, 
typhoid and whooping cough. Prospective mothers are encouraged to attend the 
Ante-natal Clinic and to enter the hospital for confinement—and this, together with the 


regular inspection of children and infants, is doing much to improve the standard of 
health of the people. 


Tuberculosis is being dealt with by the most modern drugs and a mass campaign 
for preventive measures is planned for the control of this disease. 


Native Health Inspectors have been trained to combat the mosquito which causes 
filariasis and their duties include the instruction of householders in the detection and 
treatment of mosquito and breeding places and the inspection of these places regularly. 


Good results are being obtained from the extensive campaign which is being 
given for hookworm, which still affects almost the whole population. This is still a 


major problem, although efforts are being made to teach the people better hygiene and 
sanitation. 


The number of live births for the year ended March 31st, 1953, was: — 
Maoris 645. 


Europeans 9. 


The number of deaths was: — 
Maoris = 244. 
Europeans 2. 


Instruction in the prevention of disease is continuing all the time. Educational 
facilities for the people have been improved and are continuing to be improved for 
them year by year. As this is done, the people themselves are able to take a greater 
interest in their own health welfare and are gradually becoming more amenable to 
their responsibilities in this direction, and are anxious for their young people to play 
their part in the Health Services of the Islands by having them trained as dressers, 
nurses, health inspectors and medical practitioners. 
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Sociologie, Base de L’Education Sanitaire 
par 
J. P. LEBEUF, 


Chef de la Section sociologique du Bureau Régional de ? OMS pour I Afrique. 
Réimprimé avec la permission de la Fédération Mondiale pour la Santé Mentale. 


Il peut sembler étrange 4 premiére vue que la sociologie contribue a améliorer la 
santé des peuples, tout comme la médecine et l’hygiéne publique, qui sont a la base de 
’Organisation Mondiale de la Santé. C’est que, pour citer la Constitution de ?OMS: 
“a santé est un état de complet bien-étre physique, mental et social, et ne consiste pas 
seulement en une absence de maladie ou d’infirmité.” Il est également bon de rappeler 
que le but de POMS est “ d’amener tous les peuples au niveau de santé le nlus élevé 
possible,” et il est indéniable que, pour atteindre ce but, les facteurs sociaux et 
économiques sont étroitement liés au probléme de la santé publique. Quand une 
population archaique se nourrit de manioc et de poisson sec, il est inutile de lui imposer 


une nourriture nouvelle si elle ne peut la produire elle-méme dans le cadre de son 
économie existante. 


Bien qu’un des mots d’ordre de ?OMS soit: “ mieux vaut prévenir que guérir,” 
il ne suffit cependant pas de décider, par exemple, une campagne massive contre la 
variole, encore faut-il que les populations appelées a étre vaccinées contre ce fléau 
comprennent ce qu’on leur veut et qu’on le veut pour leur bien. Cela évitera aux 
médecins de la santé publique de se heurter a des coutumes ou 4 des traditions, a des 
usages, 4 des croyances, en un mot a des conceptions archaiques qui entravent le libre 
développement et compromettent la réussite d’une campagne sanitaire que met en 
oeuvre les plus récentes découvertes et les techniques les plus modernes de la science 
médicale. I] faut souvent, a vrai dire, il faudrait toujours, la présence d’un sociologue 
pour faire le lien entre les populations sans machinisme et les médecins, ingénieurs 
et infirmiers de la santé publique qui participent a la campagne. 


La sociologie étudie les phénoménes sociaux dans leur ensemble, avec des méthodes 
particuliéres d’investigation lorsqu’il s’agit de populations sans machinisme, domaine 
ou elle rejoint les préoccupations de l’ethnologie. La sociologie ne vise pas seulement 
a étudier les peuples dans leur archaisme, mais 4 les considérer dans leur évolution, 
c’est-a-dire en fonction de ce qu’ils deviendront lorsqu’ils auront plus ou moins assimilé 
nos techniques. 


Avant méme l‘installation du Bureau Régional 4 Brazzaville, il apparut aux 
responsables de l’OMS que toute campagne devant étre entreprise en Afrique par les 
techniciens habituels de la santé, médecins, ingénieurs sanitaires, infirmiers, se verrait 
facilitée et son action renforcée par lintervention conciliante, sur le terrain, d’un 
spécialiste des problémes sociaux. L’adjonction d’un section sociologique, dés lors, 


répondait a une nécessité et garantissait de plus grandes chances de succés auprés des 
populations africaines. 
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La VaARIOLE, MALADIE BENEFIQUE ? 


Prenons |’exemple de la variole, un des fléaux contre lequel tous les gouvernements 
responsables des territoires africains ont déployé toutes les ressources de leurs services 
de santé et consenti d’énormes sacrifices. La variole, dans l’esprit de certaines 
populations primitives, est une maladie qui malheureusement atteint beaucoup de gens, 
mais qui heureusement ne tue que ceux-la, mémes que les Africains appellent les 
sorciers, c’est-a-dire des étres dont le rdle est de répandre le mal autour d’eux. Non 
seulement la variole permet alors de les déceler—car ces personnages mystérieux ne se 
trahissent pas en apparence—mais elle en débarrasse la communauté. Son apparition 
serait donc un mal nécessaire, et pour tout dire bénéfique. On comprend que dans ces 
conditions—ces concepts étant fortement enracinés et transmis de génération en 
génération depuis la nuit des temps—il soit assez difficile de faire accepter de but en 
blanc a ces populations Vidée de la vaccination. Faute de compréhension 
mutuelle, les habitants d’un territoire reculé seront tentés de se dérober 4 l’action 
preventive de la médecine. Ils iront peut-étre jusqu-a s’enfuir dans la brousse, a 
déserter les villages, pour regagner leurs maisons aprés le passage de |’unité sanitaire 
mobile. Et la campagne de vaccination, entreprise de bonne foi, n’aura pas atteint son 
but. C’est 4 ce moment que peut intervenir le sociologue, qui par son ambassade 
auprés des deux parties assurera non seulement le succés d’une campagne sanitaire, 
mais encore aidera dans la mesure de ses moyens a établir un contact humain entre 
ceux qui apportent le progrés et ceux qui devraient en bénéficier au maximum. Car 
il ne suffit pas d’aborder les peuples archaiques avec compréhension, il faut leur 
expliquer nos buts, forcer leur sympathie par notre attitude et les amener 4 collaborer 
avec nous. C’est un double travail que celui du sociologue, que consiste, d’une part, 
a faire ’éducation sanitaire des peuples archaiques, et, d’autre part, a faire partager 
ses connaissances ethnologiques aux équipes sanitaires qui travaillent sur le terrain. 


CE QU’IL FAUT SAVOIR RESPECTER 


Pourquoi bouleverser, méme sous le couvert de l’hygiéne ou de la science, des 
croyances souvent respectables sur lesquelles les Africains basent leur vie de tous les 
jours, puisque pour eux la religion fait partie de la vie quotidienne ? Dans certaines 
habitations africaines, il existe une chapelle réservée au culte des morts, ow sont 
conservées les reliques des ancétres. I] est évident que méme ce sanctuaire doit étre 
aspergé au DDT comme le reste de la maison, si l’on veut assurer le succés d’un 
programme contre la malaria. Mais est-il nécessaire de blesser 4 vif le sentiment 
religieux des locataires en profanant des lieux qu’ils considérent comme sacrés ? 
Alors qu’il existe des prétres, intermédiaires entre les vivants et les morts, qui 


pourraient ouvrir la porte interdite en accomplissant les rites nécessaires pour conjurer 
la profanation ? 


C’est par des mesures semblables qui respectent leurs conceptions, que nous 


aménerons ces peuples 4 collaborer avec nous dans l’interét de la santé et du bien- 
étre de tous. 
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QuU’EST-CE QUE LA CONCEPTION ARCHAIQUE ? 


Notre civilisation occidentale a mis l’accent sur l’'individu. Un Africain, lui, 
considére qu’il fait partie de univers, au méme titre que les plantes, les insectes ou 
les animaux. I] est intégré au Cosmos et ne peut s’en détacher. Il s’établit, entre un 
homme et ce que nous appelons la nature, des correspondances secrétes et précises. 
A tel type d’homme correspond par exemple le poisson-torpille, l’oseille, le citron, une 
couleur ou un insecte. Certains ne peuvent étre que pécheurs, comme d’autres ne 
peuvent étre que chasseurs. Et malheur a celui qui sécarte de ses attributions, il 
verrait fondre sur lui tous les fléaux du ciel, particuliérement sous la forme de maladies. 
Leur classification est différente de la ndtre, et répond a une logique autre, mais qui 
n’en est pas moins une logique aussi. Pour eux, il y a des maladies males et des 
maladies femelles. Les unes sont aigués, les autres sont chroniques; ce qui ne veut pas 
dire que les maladies males, par exemple, n’affectent que les hommes, etc. C’est 
beaucoup moins simple. On comprend que méme des médecins soient parfois 
désemparés devant les réactions imprévisibles que provoque ce genre de conceptions. 
Toute maladie, comme toute guérison, a une cause surnaturelle et ne peut étre que le 
fait des “esprits.” Il importe donc, dans l’intérét méme de la santé publique, 
sinon de respecter intégralement ces conceptions, ce qui n’est pas toujours possible, 
du moins de s’efforcer de les connaitre et de s’en accomoder, ou encore de les 
“tourner” de telle fagon que gens malades et bien portants puissent néanmoins 
bénéficier de traitements médicaux curatifs et préventifs. C’est la une des taches du 
sociologue, qui est d’aplanir les difficultés surgissant d’un conflit de deux races, de 
deux civilisations, de deux conceptions différentes de la vie et de l’univers. 


Le PROBLEME DE LA SANTE MORALE 


Un autre probléme inquiétant qui se pose au sociologue en Afrique, c’est le sort 
des populations détribalisées qui ont rompu avec la vie ancestrale et communautaire 
pour venir travailler dans les villes, et qui sont déchirées entre les tendances parfois 
brutalement opposées de deux civilisations. Arrachés a leurs anciennes conceptions, 
a leurs us et coutumes ancestraux, ces individus adoptent un comportement instable 
qui fait non seulement craindre pour leur santé physique (maladies vénériennes, 
alcoolisme, etc.) mais aussi pour leur santé mentale. Les Africains, 4 de rares 
exceptions prés sont loin d’étre adaptés. Cette sorte de fiévre qui les pousse a 
pénétrer et a connaitre nos usages, a les imiter voire a les dépasser, se traduit par le 
déséquilibre, et méme l’égarement de certains individus. 


L’usage réellement incohérent de l’argent, nouvelle puissance magique qui com- 
pléte les magies traditionnelles plus qu’il ne les remplace, en est la preuve le plus 
aisément saisissable. La encore la tache du sociologue doit s’allier 4 celle du médecin 
pour la sauvegarde de la santé publique, physique et morale. 


L’OPINION D’UN AFRICAIN 


Il existe bien des exemples de ce heurt constant du progrés et des conceptions 
archaiques. Comme l’écrit un Africain lui-méme, M. Tangu Yei, “ nombreuses sont 
les régions du globe ot d’anciennes civilisations adoptent aujourd’hui des techniques 


. 
i, 
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nouvelles pour élever leur niveau de vie. On constate toutefois qu’en certains terri- 
toires particuliérement attachés a leurs traditions, l’industrialisation, le développe- 
ment de lagriculture et l’introduction de nouvelles méthodes sanitaires posent, 
momentanément du moins, des problémes dont on ne saurait minimiser importance. 
Les populations autochtones ont, en effet, souvent quelque peine a se faire aux consé- 
quences immédiates d’une telle évolution. Il importe donc, pour gagner leur con- 
fiance et ne point les heurter dans leurs habitudes séculaires, que ceux qui s’attachent 
a introduire dans ces pays de telles méthodes n’ignorent pas les raisons qui motivent 
certaines conceptions archaiques encore en honneur.” 


C’est pourquoi OMS a chargé des sociologues de procéder a une vaste enquéte 
sur l’ensemble de ces problémes. 


QUELQUES EXEMPLES EN AFRIQUE ET DANS LE MONDE 


—Pour lutter contre l’ankylostomiase, la dysenterie et les autres infections para- 
sitaires intestinales, on s'est efforcé de faire comprendre la nécessité d’aménager des 
latrines et de s’en servir. Des campagnes de ce genre s’imposent encore aujourd’hui 
dans maintes régions du globe. En Indonésie, l’idée méme en parait si bizarre que 
les gens 4 qui on en parle pensent avoir mal compris. Dans certaines parties de I’Inde, 
elle semble pour le moins ridicule: pourquoi donc prendre la peine de creuser des 
latrines quand il y a tant d’espace autour du village? La conception archaique est 
que les excréments contiennent une force qui doit retourner a la terre, afin d’assurer 
un cycle naturel. En attendant, c’est le cycle de l’infection qui continue, de homme 
malade a homme sain en passant par l’insecte ou l’animal domestique. 


—En Ouganda, les efforts déployés pour améliorer l’hygiéne de l’habitat se sont 
également heurtés a diverses résistances dont les motifs étaient religieux. Elle se sont 
révélées quasi invincibles. Dans ces régions, il est fréquent que les maisons n’aient 
pas de fenétres et que l’entrée en soit trés basse. [I] n’y peut entrer que fort peu 
d’air et de lumiére, mais aussi le mauvais oeil responsable de toutes les maladies, de 
la pauvreté et de la mort n’a aucune chance d’y pénétrer ... . pas plus d’ailleurs que 


les moustiques ! Comportement logique, mais encore une fois d’une logique différ- 
ente de la ndtre. 


—Bien souvent aussi la population confond les mesures prises pour établir le 
diagnostic avec le traitement méme de la maladie. Un homme se croit guéri quand 
on lui a fait une prise de sang! Il est aussi trés difficile de faire comprendre ce 
que nous entendons par les mots germe et microbe. 


—La plupart des Africains prennent un plaisir non dissimulé aux hécatombes 
spectaculaires de moustiques et de vermines provoquées par les campagnes de DDT. 
Les paysans iraniens par contre s’en inquiétent, car méme I’insecte vient de Dieu, 
et Dieu sait quel pire fléau pourrait bien survenir 4 la place... . 


—En pays musulman, un médecin doit satisfaire a certaines conditions pour se 
faire accepter. A moins qu’on ait pris grand soin de les accoutumer 4 cette idée, 
les femmes musulmanes ne se laissent pas facilement examiner par un homme. Tandis 
qu’en Afrique occidentale, le médecin ne peut pas examiner ou traiter une femme s’il 
est plus jeune que son mari. 

F 
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La multiplicité de ces traits suffit 4 prouver que partout la sociologie doit étre 
a la base de Véducation sanitaire. L’incompréhension et l’intolérance sont deux 
grandes entraves 4 la lutte universelle contre les grandes maladies sociales. Dans ce 


domaine, tout malentendu peut avoir des conséquences tragiques et cotter beaucoup 
d’argent inutilement dépensé. 


Sociology as the Basis of Health Education 
by 
J. P. LEBEUF, 


Chief of the Sociology Section of the WHO Regional Office for Africa 


Reprinted, with permission of the World Federation for Mental Health, from “ World 
Mental Health.” 


There may at first sight seem something strange in the idea that sociology can 
contribute to the improvement of health as do medicine and public hygiene, which 
are the basic fields of action of the World Health Organization. But, as the WHO 
Constitution states: “ Health is a state of complete physical, mental and social well- 
being and not merely the absence of disease or infirmity.” 


It should also be noted that the aim of WHO is: “ The attainment by all peoples 
of the highest possible level of health ” and it cannot be denied that, within this wide 
definition, social and economic factors play an important part in solving the problems 
of public health. When, for example, the diet of a primitive population consists of 
cassava root and dried fish, it is useless to prescribe a different one unless the people 


can themselves produce the foodstuffs needed for a new diet within the framework of 
their existing economy. 


Although one of WHO's watchwords is: “ Prevention is better than cure,” it is 
not just sufficient to decide, for instance, on a campaign for the mass control of small- 
pox: the people to be subjected to vaccination against this scourge must also be given 
a chance to understand what is being done for them and that it is being done for 
their own good. Otherwise, the public health medical officer will come up against 
habits and traditions, customs and beliefs—in short, against archaic concepts which 
will very likely hamper the development and compromise the success of health 


campaigns utilizing the most recent discoveries and most modern techniques of 
medical science. 


The presence of a sociologist is very often—and in fact it may be said always— 
necessary to bridge the gap between non-industrialized populations and the doctors, 
engineers and public health nurses taking part in such campaigns. 
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The sociologist studies social phenomena as a whole, by means of special methods 
of investigation when it is a question of non-industrialized populations, since in that 
field sociology and ethnology meet. Sociology studies not only the archaic aspect 
of so-called “ primitive” peoples but also their evolution, i.e., it attempts to envisage 
what they will be like when they will have more or less assimilated modern techniques. 


Even before the WHO Regional Office for Africa was established in Brazzaville, 
it was felt that any campaign to be undertaken in Africa by the usual health tech- 
nicians—doctors, sanitary engineers and nurses—would be made easier and the 
chances of success enhanced by the assistance, on the spot, of a specialist in social 
problems. The addition of a Sociology Section to the Regional Office filled a definite 
need and guaranteed a greater chance of success among African populations. 


SMALLPOX, A BLESSING IN DISGUISE ? 


Let us take the example of smallpox, which is one of the scourges against which 
the governments of African territories have employed all the resources at the disposal 
of their health services, and to combat which enormous efforts have been made. 
Certain primitive populations believe that although smallpox may attack a great many 
people it kills only those whom the Africans themselves call sorcerers—i.e., those 
whose réle is to spread misfortune. Smallpox, therefore, not only identifies such 
people—who cannot be recognised otherwise—but it also relieves the community of 
their presence. The appearance of the disease is, therefore, considered a necessary 
evil, but in the end beneficent. 


These are strongly rooted beliefs which have been passed on from generation 
to- generation from time immemorial and it will, therefore, be readily understood, 
that it is no easy matter to gain acceptance by these people on the spur of the 
moment of the idea of vaccination. Unless there is mutual understanding, the in- 


habitants of under-developed territories are inclined to avoid preventive medical 
measures. 


They may go so far as to desert their villages and disappear into the bush, 
returning to their homes only after the mobile health unit has passed by—and a 
vaccination campaign, undertaken in good faith, will thus fail to achieve its aim. 
It is in such cases that the services of a sociologist become essential; not only will 
his liaison work between the two parties ensure success for a health campaign, but 
he will be able to establish direct human contact between those who represent progress 
and those who should receive the maximum benefit from it. 


It is not sufficient to approach primitive peoples with understanding; we must 


explain our aims, obtain their sympathy by our approach, and persuade them to 
co-operate with us. 


The sociologist’s task is two-fold: on the one hand he must provide such peoples 
with health education, and on the other he must impart his ethnological knowledge 
to the health teams working in the field. 
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Wuat To RESPECT 


Why should we upset, even in the name of hygiene or science, beliefs which are 
very often sensible and which have always formed the basis of the African’s life, since, 
for him, religion is a part of daily living ? 


In some African dwellings there are shrines for the worship of the dead where 
relics of ancestors are preserved. It is obvious that even this sanctuary must be 


sprayed with DDT, like the rest of the house, if a malaria control programme is to 
be successful. 


But is it necessary to offend the deep religious feelings of the inhabitants by 
profaning what are to them sacred places when there are priests, intermediaries 
between the living and the dead, who can open the forbidden doors without offence 
by performing the necessary rites for the prevention of profanation ? 


It is by adopting such methods, which respect their beliefs, that we shall persuade 


these people to collaborate with us in the interests of health and for the well-being 
of all concerned. 


A DirFeRENT WorLD 


Western civilization places the main emphasis on the individual. An African, 
on the other hand, considers that he forms part of the whole universe in the same 


way as plants, insects or animals. He is a part of the cosmos and cannot detach 
himself from it. 


Between man and what we call nature he establishes secret and exact relations. 
A particular type of man corresponds, for example, to the crampfish, another to the 
sorrel, the lemon, a colour or an insect. Certain people can only be fishermen and 
others hunters, and woe to him who deviates from his natural sphere; misfortunes 
will shower upon him, particularly in the guise of disease. 


The African’s sense of values is different from ours and is based on another 
system of logic which is none the less logical. For example, there are male and 
female diseases. The one is acute, the other chronic. This does not mean that the 
male diseases affect only men; it is much less simple than that. It is understandable 
that even physicians find themselves at a loss when confronted by the unforeseen 
reactions which are caused by beliefs of this kind. 


All disease, like all cure, is, according to these people, a supernatural question 
and can only be caused by “spirits.” Therefore, although it may not always be 
possible to respect these beliefs in their entirety, it is important—even in the interests 
of public health—to be aware of them and to adapt oneself to them, or perhaps to 
“slant” them in such a way that sick and healthy people may benefit from curative 
and preventive medical treatment respectively. This is one of the sociologist’s prob- 
lems—to smooth out the difficulties which arise when two races, two civilizations 
and two concepts of life, and of the universe, meet. 
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A PRESSING PROBLEM 


A pressing sociological problem in Africa today is the fate of the detribalized 
populations which have broken with their ancestral customs and community of life in 
order to work in the towns. 


These people are torn between the often brutally-opposed tendencies of two 
different forms of civilization. Having abandoned their traditional beliefs and up- 
rooted themselves from their ancient ways of life and customs, these people become 
unstable in a way which threatens not only their physical health (venereal diseases, 
alcoholism, etc.) but also their mental health. 


With very few exceptions, they are far from having achieved adjustment. The 
species of fever which incites them to make acquaintance with our customs, to imitate 
and even exaggerate them, leads to maladjustment, and even to complete disequili- 
brium in some cases. The irrational use of money, which represents a new magic 
power complementing rather than replacing traditional magic, is one of the most 
obvious examples. Here again the sociologist must collaborate with the physician 
for the protection of public health, both physical and emotional. 


THE OPINION OF AN AFRICAN 


There are many examples of this constant clash between progress and the 
primitive concept of life. In the words of Mr. Tangu Yei, himself an African: “ There 
are many parts of the world where ancient civilizations are today adopting new tech- 
niques in order to raise their living standards. Nevertheless, in certain territories 
where traditions are particularly deep-rooted, industrialization, the development of 
agriculture and the introduction of new sanitary measures create problems—at least for 
the moment—the importance of which cannot be ignored. 


“ African populations often find it difficult to adapt themselves to the immediate 
consequences of this evolution. It is important, therefore, in order to gain their 
confidence and to avoid running counter to their time-honoured customs, that those 
who wish to introduce new methods into these countries should have some knowledge 
of the reasoning behind certain primitive beliefs which still hold sway.” 


It is for this reason that WHO employs sociologists to carry out a large-scale 
survey of these problems as a whole. 


Some EXAMPLES IN AFRICA AND ELSEWHERE 


In attempts to control ankylostomiasis, dysentery and other parasitic intestinal 
diseases, an effort has been made to convince people of the necessity of building latrines 


and of using them. Campaigns of this type are needed today in various regions of the 
world. 


In Indonesia, for example, the idea was considered so curious that the people to 
whom it was explained thought that they had misunderstood. In certain parts of 
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India the idea is considered more or less ridiculous: why take the trouble to dig 
latrines when there is all that space around the village ! 


The primitive belief is that excrement contains a virtue which must be returned to 
the soil in order to maintain the balance of nature. In reality, it is a cycle of infection 
which operates from the sick to the healthy through the intermediary of insects or 
domestic animals. 


In Uganda, attempts to improve conditions of hygiene in dwellings have also come 
up against various forms of resistance, which has its basis in religious beliefs and which 
has proved practically insurmountable. In these regions houses very often have no 
windows and the entrance is very low. Only very little light and air can enter, but 
also the “ evil eye ” which is responsible for all diseases, poverty and death cannot get 
in.... and neither can mosquitoes! This is a logical attitude, but here again the logic 
is not our logic. 


In many instances also, people confuse the measures taken for diagnosis with 
treatment of the disease itself, so that a man believes himself to be cured once a blood 
sample has been taken from him. It is also very difficult to make these people under- 
stand what we mean by the words germ and microbe. 


Most Africans take undisguised pleasure in the spectacular hecatombs of mos- 
quitoes and vermin which are the result of DDT campaigns. Iranian peasants, on the 
other hand, are worried because even the harmful insect comes from God, and God 
knows what worse misfortunes may take its place... . 


In Moslem countries, physicians must fulfil certain conditions if they are to be 
accepted by the population and, unless every effort is made to accustom them to the 
idea, Moslem women will not easily allow themselves to be examined by a man. In 


West Africa no physician may examine or treat a woman if he is younger than her 
husband. 


All these different factors prove that health education must be based on socio- 
logical considerations. Misunderstandings and intolerance constitute two serious 
obstacles to mass campaigns against diseases of great social importance. In this field, 
misunderstandings may have tragic consequences and they also lead to wasting a 
great deal of money. 


FABER BOOKS 


Medicine in its Human Setting A. E. CLARK-KENNEDY M._D., F.R.C.P. 
The oats, a well-known writer and formerly ‘in of the London Hospital Medical College, 
presents 22 imaginary clinical stories drawn from a general practitioner’s case-book. Ist edition 
1954. With by ‘Sylvia Treadgold. 12/6 


Nursing and Treatment of Acute Anterior Poliomyelitis 
. M. HARDY S.R.N., D.N. 
With a Foreword by W. Howlett Kelleher, ua D. P.H. 
Outbreaks of this baffling disease still occur and nurses will welcome this little book explaining 
the special nursing techniques required, 1st edition 1954. Illustrated. 5/- 


Artificial Respiration T. O. GARLAND M.A., M.D., D.P.H. 
Explains the ai of artificial respiration and specially emphasises the Holger Nielsen method. 
Originally issued by the Department of Health, New Zeende ond now a ; for time 
in this country. lst edition 1954. With many illustrations from gacagual. 6/6 
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e s e 
Organisation de la Profession D’Infirmiere 
en Italie 
par 
Mademoiselle ANTONIETTA SGARRA 
Présidente de [ Association des Infirmiéres Italiennes. 


L’origine de l’assistance aux malades en Italie appartient désormais a l’histoire et 
les noms de Fabiola, de Ste. Catherine de Sienne, de St. Camille de Lellis sont connus 


par les infirmiéres du monde entier, tandis que la naissance et le développement du 
nursing dans notre pays, sont relativement peu connus. 


Comme dans les autres pays catholiques, dés le XIIéme siécle, les hépitaux italiens 
étaient desservis par des ordres religieux. A l’hdpital “ Santa Spirito ” de Rome, un des 
plus anciens d’Europe, fondé par le Pape Innocent III au XIléme siécle, l’assistance 
était faite par ordre séculier du S. Esprit, qui utilisait les hommes et les femmes (en 
deux branches séparées) voulant se consacrer a l’assistance publique. 


La régle de cet Ordre, recueillie dans un manuscrit enrichi de magnifiques 
enluminures, nous apprend qu’il ressemblait beaucoup a une école d’infirmiéres 


moderne. La technique et la méthode du travail y étaient inspirées par un profond 
esprit de charité chrétienne. 


Sans entrer dans trop de détails, il suffit de rappeler quelques uns de ces documents 
si intéressants qui se trouvent a la bibliothéque de l’hdpital “ Santo Spirito ” de Rome, 
pour se rendre compte que les soins aux malades y avaient atteint un niveau trés élevé 


On faisait remarquer aux infirmiéres que le sommeil présente un élément trés 
important pour la guérison du malade et qu’on doit le favoriser autant que possible. 
“On devrait méme jouer de la flite, des mélodies douces et agréables, pour que les 


malades agités s’apaisent et s’endorment et pour qu’ils trouvent dans le sommeil un 
soulagement a leurs souffrances.” 


Des documents de ce genre, qu’on trouve dans presque toutes les bibliothéques des 


plus anciens hépitaux, prouvent que les soins physiques et mentaux étaient tenus en 
trés grande considération. 


Au début, c’étaient les infirmiéres religieuses qui s’occupaient des soins aux 
malades, mais plus tard elles furent remplacées par des gardes-malades laiques et ne 
gardérent pour élles que les services administratifs de ’hépital. Dans notre pays, 


encore aujourd’ hui, les ordres religieux sont responsables surtout de l’administration 
de ces services. 


Les soins aux malades confiés 4 du personnel subalterne, aggravérent la situation 
qui devint semblable 4 celle qui existait en Angleterre dans la premiére moitié du 
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XIXéme siécle. Ceci provoqua le noble enthousiasme pour Florence Nightingale et 
amena le réforme de l’assistance dans le monde entier. 


En Italie la premiére tentative de porter sur un plan plus élevé l’assistance aux 
malades et d’en faire une profession au lieu d’un métier, date de 1896, lorsqu’une 
femme d’un haut degré de culture et de qualités exceptionnelles, la Princesse Adele 
Pignatelli Strongoli, ouvrit 4 Naples une école professionnelle pour infirmiéres: l’école 
“Crose Azzurra” fonctionnant encore aujourd’hui. On eut ensuite l’école “S. 
Gregorio ” 4 Rome et la “ Principessa Jolanda” 4 Milan. Cette derniére a été cédée 
plus tard par ses fondateurs Marco et Roxa de Marchi a la Croix-Rouge Italienne. 


En 1909, grace a l’influence de la Reine Héléne d’Italie on ouvrit 4 Rome une 
école pour infirmiéres qui porte son nom et qui fut organisée sur le modéle des écoles 
Anglaises: elle fut dirigée par Miss Snell, une infirmiére anglaise de grande 
compétence. 


Actuellement nous nous plaisons 4 reconnaitre la grande aide apportée par la 
Croix-Rouge Italienne 4 la réforme de l’assistance en Italie, et ce: 


(1) au moyen de l’organisation d’un Corps d’infirmiéres volontaires qui a eu une 
influence considérable sur le prestige, toujours croissant, du nursing. 


(2) au moyen de la création d’écoles professionnelles pour infirmiéres 4 Milan, 
a Rome, a Naples, a Bari (celle-ci a été depuis fermée) 4 Bologne, 
a Turin et tout derniérement a Parme. 


(3) en développant la législation sur le nursing. 


(4) en utilisant des infirmiéres dans le domaine de l’assistance médico-sociale en 
collaboration avec la Croix-Rouge Américaine, avec la Fondation Rockefeller 
et avec le Conseil National des Femmes Italiennes. 


(5) au moyen de l’organisation des services d’infirmiéres dans un but démon- 
stratif et expérimental. 


On doit lintérét de cette Association aux problémes du Nursing surtout a la 
Marquise Irene di Targiani Giunti, déléguée par la Croix-Rouge Italienne pour les 
infirmiéres de 1920 4 1937. C'est a elle et 4 un petit groupe de femmes éclairées que 
Yon doit la décision de lEtat Italien de prendre en considération la situation des 
infirmiéres et de promulguer des lois surleur préparation et leur réle dans l’assistance. 
Elles ont toutes travaillé activement avec les membres du Gouvernement 4 la prépara- 
tion des réglements et des programmes pour les écoles d’infirmiéres. Ces programmes 
et ces réglements sont encore en vigueur aujourd’hui. 


4 
* 
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LEGISLATION 


Les premiéres lois congernant les infirmiéres ont été promulguées en Italie par un 
Décret du 25 Aoit 1925. Par ce décret: 


(1) la profession d’infirmiéres est reconnue d’une maniére officielle. 


(2) la préparation des infirmiéres est placée sous le contréle du Ministére de 
l'Intérieur (aujourd’hui Haut Commissariat pour lHygiéne et la Santé 
Publique) et du Ministére de I’Instruction Publique. 


(3) Tinstitution d’écoles pour infirmiéres et de cours supérieurs y est prise en 


considération et encouragée bien que soumise a l’autorisation des deux 
Ministéres Compétents. 


(4) le Ministére de l’Intérieur est autorisé par ce décret a fixer dans son budget 
des sommes pour le fonctionnement de ces écoles. 


Une loi de 1929 approuvait le réglement pour le fonctionnement des écoles et des 
cours. 


Pour étre admise 4 une école d’infirmiéres, les jeunes filles doivent avoir de 18 
a 35 ans; l’internat est obligatoire, exception faite pour les éléves des cours supérieurs 
pour Assistantes Sanitaires (infirmiéres visiteuses). Le degré d’instruction requis est 
la licence d’une école moyenne inférieure, c’est-a-dire, 8 années de classes. Aujourd’ 
hui les éléves ont fait en général des études plus élevées (11 années de classes); un 


tiers d’entre elles ont des diplémes universitaires ou une licence supérieure (bacca- 
lauréat). 


Un décret de 1938 fixait le programme détaillé des cours et les heures d’étude 


pour chaque matiére d’enseignement et donnait des instructions sur la méthode 
didactique a suivre. 


L’Etat autorise et reconnait les écoles suivantes: 


(1) Ecoles professionnelles pour infirmiéres avec des études de deux années avec 
internat obligatoire préparant au dipléme d’Etat d’infirmiére. 


Cours supérieurs d’une année pour obtenir le certificat d’habilitation aux 
fonctions de dirigeante. 


Cours supérieurs de médecine, d’hygiéne publique et d’assistance sociale 
pour la préparation du dipléme d’Etat d’ “ Assistante Medico-Sociale.” 


Ecoles professionnelles d’une durée de deux années avec internat, préparant 
au Dipléme d’Etat de “ Vigilatrice d’Infanzia” (infirmiére pédiatrique). 


Cours de trois années pour obtenir le dipléme d’Etat de sage-femme. 
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Les examens avec diplémes ont lieu en présence d’une commission dont la com- 
position est fixée par le réglement et dans laquelle le Ministére de l’Instruction Publique 
et le Haut Commissariat pour l’Hygiéne et la Santé Publique sont représentés. Le 
dipléme donne lhabilitation a l’exercice de la profession d’infirmiére. 


Il n’y a pas encore en Italie de Registre professionel pour les infirmiéres. 


EcoLes PROFESSIONNELLES Pour INFIRMIERES avec internat 


Nous avons aujourd’hui en Italie 41 écoles pour infirmiéres toutes reconnues par 
YEtat: 7 d’entre elles ont été ouvertes tout derniérement. 26 écoles sont dirigées par 
des ordres religieux, dont 4 n’admettent que des éléves religieuses tandis que 20 autres 
recoivent des religieuses ainsi que des laiques. 


Deux écoles ne fonctionnent que pour des religieux appartenant au méme ordre. 
La Croix-Rouge Italienne administre 6 écoles pour infirmiéres laiques et 9 écoles sont 
administrées par des hépitaux publics ou privés. 


Depuis 1949, 700 infirmiéres 4 peu prés ont été diplémées chaque année. Les 
éléves inscrites aux cours sont a peu prés 2000. Dans plusieurs écoles, l’admission 
des éléves doit étre restreinte 4 cause des logements insuffisants. 


On discute souvent sur l’opportunité de recourir 4 un systéme qui rende possible 
l’externat. 


En général les hépitaux semblent préférer le service des religieuses: 


(1) parce qu’on croit s’assurer avec elles d’une meilleure continuité dans les 
P 
services. 


(2) parce qu’elles coiitent moins cher. 
Les deux points sont discutables. 


EcoLes Pour A.S.V. (Assistantes médico-sociales) 


Il existe en Italie 16 écoles pour A.S.V.; elles sont toutes reconnues par l’Etat. 
Elles sont dirigées par des infirmiéres laiques et les éléves sont uniquement des laiques. 
200 éléves recoivent chaque année leur dipléme de A.S.V. 


.L’hygiéne publique semble offrir un champ plus vaste et plus favorable a l’utilisa- 
tion des infirmiéres professionnelles, dont prés de 3000 travaillent actuellement dans 
les institutions de ce genre. 


La pénurie d’infirmiéres est trés sensible en Italie. En 1951 la population 
italienne étant de 47 millions d’habitants, et les infirmiéres diplémées en service actif 
a peu prés 10,000, il en résulte un pourcentage d’une infirmiére pour 4,700 habitants. 
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SURVEILLANCE Sur Les Eco.es Et Le Nursinc 


Le Haut Commissariat pour l’Hygiéne et la Santé Publique exerce un contrdle sur 
les écoles et sur le nursing au moyen de deux bureaux qui font partie de deux divisions 
différentes. Un service d’inspection a été institué en 1940 et confié 4 une infirmiére 
professionnelle. 


Des A.S.V. sont utilisées par le Haut Commissariat pour lH. et la S.P. dans 
différents services et surtout dans les bureaux sanitaires des Provinces. 


Une loi de 1925 prévoyait linstitution d’un Comité Consultatif réglant tout ce 
qui avait rapport aux écoles d’infirmiéres, prés du Ministére de |’Intérieur. Une 
Commission avait été formée en 1938 et a fonctionné jusqu’a 1940; depuis elle n’a 
plus été reconstituée. 


ADMINISTRATION ET FINANCES 


Les écoles sont administrées par des institutions diverses, et en général par les 
hépitaux ou par la Croix-Rouge. Dans presque toutes les écoles les éléves doivent 
payer une mensualité, exception faite pour l’Ecole Regina Elena, ow elles regoivent 
pendant leurs stages une petite rétribution. Les fonds dont le Haut Commissariat 
dispose sont presque entiérement destinés 4 des bourses d’etude qui chaque année 
selon certaines conditions sont décernées aux éléves. 


ORGANISATION PROFESSIONNELLE 


La premiére organisation professionnelle d’infirmiéres a été créé en 1919, 
désignée comme “ Association Nationale Italienne des Infirmiéres.” Elle entra plus 
tard dans la Confédération des “ Travailleurs Professionnels ” et des Artistes. 


La “Consociazione Nationale delle Infermiere Professionalie delle Assitenti 


Sanitarie Visitatrici ” a été fondée 4 Rome en 1946 et en 1949 elle a été regue comme 
membre actif de PICN. 


Il existe alent une Association Catholique d’Infirmiéres et ASV (ACIPASV) tandis 
que les infirmiéres religieuses sont groupées dans une Fédération de religieuses 


hospitaliéres (FIRO). 
Autres CatTecoriges De TRAVAILLEURS ExEeRcANT Le NursING 


En Italie une situation toute spéciale est due au fait que les autres groupements, 
professionnels et non professionnels, qui exercent [’assistance, sont beaucoup plus 
nombreux que les infirmiéres proprement dites. Ces groupements sont: 


(1) Les Sages-Femmes. 

(2) Les Infirmiéres et Infirmiers non diplémés (generici). 
(3) Les Infirmiéres Volontaires de la Croix-Rouge Italienne. 
(4) Les Infirmiéres pédiatriques (Vigilatrici d’Infanzia). 
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SAGES-FEMMES 


En Italie cette profession est tout 4 fait indépendante de celle de Vinfirmiére. II 
existe 27 écoles pour sages-femmes, dont 16 sont annexées aux Cliniques d’Obstetrique 
et de Gynécologie des Universités. Le Directeur de la clinique est en méme temps le 
directeur de l’école des sages-femmes. Les écoles sont soumis au contréle du 
Ministére de I’Instruction Publique. 


Les cours ont une durée de trois ans et préparent au dipléme d’Etat de Sages- 
Femmes. Le Régistre professionnel des Sages-Femmes a été établi également en 1937. 


Les Sages-Femmes sont autorisées a l’assistance des femmes en couche pour toute 
délivrance normale. L’internat dans les écoles n’est pas obligatoire. Le recrutement 
est plus nombreux que dans les écoles d’infirmiéres. Le nombre de sages-femmes 
diplomées est aujourd’hui de 30,000 a peu prés, dont 18,000 exercent leur profession 
librement ou bien dans les services des communes. Grace a leurs rapports nationaux 
et internationaux avec les autres catégories exergant le nursing, les sages-femmes se 
rendent compte de la nécessité d’améliorer l’assistance aux méres et aux enfants et 


manifestent une tendance favorable a considérer leur activité comme une spécialisation 
du nursing. 


INFIRMIERS Et INFIRMIERES Non DIPLOMES 


Cette catégorie occupe une place prépondérante dans le cadre général du nursing 
parce qu’elle se compose d’a peu prés 60,000 personnes, et aussi parce qu’elle s’est 
assurée depuis de longues années une place de premiére importance dans les hépitaux. 


Les plus récentes dispositions législatives, dans le but d’améliorer l’assistance 
hospitaliére, prévoient engagement d’infirmiéres diplémées en qualité de chef de 
service dans les salles. 


Une loi de 1927 rendait obligatoire, pour tout le personnel d’assistance, la 
possession d’un certificat ou brevet d’habilitation, obtenu aprés des cours hospitaliers. 
L’attribution de ces certificats cessa en 1947; c’est une preuve de l’intention du 
Gouvernement d’appliquer la réforme et d’améliorer le nursing. 


Tout récemment un nouveau projet législatif a été présenté au Parlement Italien. 
Il prévoit institution de cours préparatoires d’une durée de 12 mois au moins, 


dirigés et surveillés par des infirmiéres diplémées, pour tout le personnel donnant des 
soins aux malades a l’h6pital. 


Les INFIRMIERES VOLONTAIRES De La Crorx Rovuce ITALIENNE 


En 1908 la CRI a institué le “ Corps des Infirmiéres Volontaires,” afin d’assurer 


assistance dans les hépitaux militaires selon des accords entre la CRI et le Ministére 
de la Guerre. 
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Par des cours d’une durée de deux ans, la CRI a préparé jusqu’ici 9,000 infirmiéres 
volontaires. Les cours sont dirigés par des infirmiéres volontaires elles-mémes. 
L’enseignement théorique prévoit 150 heures de cours; les stages de travail pratique 
exigent 200 prestations de service d’une durée de quatre heures chacune. Ces presta- 
tions ne sont pas nécessairement consécutives. 


INFIRMIERES PEDIATRIQUES (Vigilatrici d’Infanzia) 


Un décret législatif de 1940 a institué deux catégories d’infirmiéres de l’enfance: 
1) les “ Vigilatrici d’Infanzia,” qui sont préparées dans des écoles spécialisées 
prévoyant l’internat, en des cours d’une durée de deux années. Elles regoivent un 
dipléme professionnel d’Etat. 2) les “ Puericultrici ” qui suivent un cours d’une seule 
année et recoivent un certificat d’habilitation. Aujourd’hui, trois écoles reconnues 
par l’Etat organisent ces deux cours. 


La nécessité d’une réorganisation compléte dans la préparation du personnel 
soignant, ainsi que les services hospitaliers, devient, en Italie, de plus en plus 
nécessaire. 


Une législation nouvelle, basée sur l’expérience de trente ans, pourrait améliorer 
favorablement la situation du nursing. Les infirmiéres professionnelles pensent que 
Etat devrait pourvoir 4 la préparation du personnel soignant, comme il le fait pour 
les institutrices des écoles publiques. 


Il faudrait en méme temps, réformer avec le plus grand soin le programme de nos 
écoles d’infirmiéres. I] faudrait que toutes les infirmiéres en service soient afhiliées 
aux assurances sociales et que leur pension de retraite soit améliorée. La surveillance 
des écoles et du nursing devrait étre assumée par des infirmiéres qui pourraient en 


méme temps se rendre trés utiles aux institutions par une efficace collaboration avec 
les organes administratifs. 


Malgré le manque d’intérét pour les problémes du nursing manifesté par ceux qui 
devraient songer a les résoudre, et malgré les graves difficultés d’ordre économique que 
l’on traverse en ce moment, les infirmiéres Italiennes conservent un certain optimisme 
pour l’avenir du nursing dans leur Pays. 


Elles sont certaines que leur profession contribuera largement a ]’amélioration des 
conditions sanitaires et sociales du peuple Italien. 
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